University of Dayton

eCommons
Graduate Theses and Dissertations

Theses and Dissertations

2002

The differentiation between socially maladjusted and seriously
emotionally disturbed children
Angela Marie Ecabert
University of Dayton

Follow this and additional works at: https://ecommons.udayton.edu/graduate_theses

Recommended Citation
Ecabert, Angela Marie, "The differentiation between socially maladjusted and seriously emotionally
disturbed children" (2002). Graduate Theses and Dissertations. 2471.
https://ecommons.udayton.edu/graduate_theses/2471

This Thesis is brought to you for free and open access by the Theses and Dissertations at eCommons. It has been
accepted for inclusion in Graduate Theses and Dissertations by an authorized administrator of eCommons. For
more information, please contact mschlangen1@udayton.edu, ecommons@udayton.edu.

THE DIFFERENTIATION BETWEEN SOCIALLY

MALADJUSTED AND SERIOUSLY
EMOTIONALLY DISTURBED
CHILDREN

Thesis

Submitted to

The College of Arts & Science of the
UNIVERSITY OF DAYTON

In Partial Fulfillment of the Requirements for

The Degree
Master of Arts in Clinical Psychology

By
Angela Marie Ecabert

UNIVERSITY OF DAYTON

Dayton, Ohio

April, 2002

SIS

APPROVED BY:

Concurrence:

11

ABSTRACT

THE DIFFERENTIATION BETWEEN SOCIALLY MALADJUSTED AND
SERIOUSLY EMOTIONALLY DISTURBED CHILDREN
Name: Ecabert, Angela, Marie
University of Dayton, 2002

Advisors: Dr. John Korte and Dr. Pam Gulley

The distinction between the Socially Maladjusted (SM) and the Seriously
Emotionally Disturbed (SED) is an important concern in the assessment and treatment of

adolescents. Finding the proper educational placement for a child with emotional and
behavioral problems is essential not only for that child but for many public service

delivery systems. Controversy surrounds the interpretation of social maladjustment and

statistical information suggests that those students with serious emotional disturbance are
under-diagnosed in our nation’s schools.

This study examined the efficacy of the Minnesota Multiphasic Personality
Inventory-Adolescent (MMPI-A) and the worker forms of the Ohio Scales Problem
Severity and Functioning Subscales in distinguishing students with Serious Emotional

Disturbance from students with Social Maladjustment. The scales of the MMPI-A and
the worker forms of the Ohio Scales were selected for use in this study because they are

associated with problems in school. A sample of 39 students, identified with SED or SM,
completed the MMPI-A. In addition, the worker forms of the Ohio Scales were obtained

iii

for each student. Multiple t-tests were used to identify the presence or absence of
significant distinctions between the clinical and validity scales of the MMPI-A. A

nonparametric test, the Mann Whitney U, was utilized to examine the differences
between the worker forms of the Ohio Scales.

The results of the one-tailed analyses of the differences between SED and SM
children on the MMPI-A subscales were all non-significant. The results of the Mann

Whitney tests on the Ohio Scales Problem Severity subscale items supported the
hypotheses that the SED students mean rank would be significantly higher than the SM
students on the items “feeling sad or depressed,” and “feeling lonely.” The differences on
the remainder of the Problem Severity subscale items were all non-significant. The

results of the Mann Whitney U analyses for the Functioning subscale items
“attending/passing school” and “learning job skills” were significant. The results for the
item “attending/passing school” supported the hypothesis, whereas, the results of the

analyses on the item “learning job skills” contradicted hypotheses. The Mann Whitney U
results for all other differences were not significant.

The hypotheses of the present study were only partially supported by the findings.
There is clearly a need for a tool to differentiate between seriously emotionally disturbed

and socially maladjusted adolescents. However, the results indicated that the two

measures utilized in this study were not particularly successful separating the two groups.

Further research is necessary to examine the limitations of this study and to establish a

valid assessment for routine screening for admission into special programs within school
systems.
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CHAPTER I

INTRODUCTION

The pathway that leads to problems in adolescence is unpredictable and seldom

connected to a single cause. Many environmental factors, as well as personal
vulnerabilities and strengths, provide a framework for development. A child may enter

adolescence already damaged by abuse, parental neglect, or other circumstances that
predispose the youth to behave in ways that place him/her at risk for serious negative

consequences (Quay & Hogan, 1999). In addition, the school systems, due to limited
resources, may fail to provide the nurturing environment that would help the adolescent

avoid an escalation of the problem behavior.
Several terms are used to identify the behavioral, emotional, or mental
disorders of children who have a serious emotional disturbance (SED). The Education

for All Handicapped Children Act (EHA) passed by Congress in 1975, and the 1992 and
1997 re-authorizations, the Individuals with Disabilities Act (IDEA), set guidelines for

the inclusion of students with a Serious Emotional Disturbance (SED). According to

these guidelines, the characteristics must have an adverse impact on educational
performance and occur over a long period of time. The law excludes students who

are labeled Socially Maladjusted (SM) from special education services unless the student

is also determined to be emotionally disturbed (Stein & Merrell, 1992). The term social

i
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maladjustment is often associated with illegal or antisocial behaviors. The social

maladjustment exclusion has remained a controversial issue, and the field has not yet
come to a consensus on the meaning and purpose of the clause.
Statement of the Problem
There is general agreement that the current definition used to identify

students appropriate for services under the label of “seriously emotionally
disturbed” is incomplete. In particular, the social maladjustment exclusionary
clause included in the federal definition of SED has caused confusion and turmoil

since the passage of Public Law 94-142. The current definition states: Serious
emotional disturbance exists when a child exhibits one or more of the following

characteristics over a long period of time and to a marked degree, and it adversely
affects a child’s educational performance.

A. An inability to learn which cannot be explained by intellectual,
sensory, or health factors;
B. An inability to build or maintain satisfactory interpersonal
relationships with peers and teachers,
C. Inappropriate types of behavior or feelings under normal
circumstances;
D. A general pervasive mood of unhappiness or depression; or
E. A tendency to develop physical symptoms or fears associated with
personal or school problems.
The term includes children who are schizophrenic, but does not include children who are
socially maladjusted, unless it is determined that they are seriously emotionally disturbed
(IDEA, 1997).

Several unresolved issues prevent a clear differentiation between the socially
maladjusted (SM) and the seriously emotionally disturbed (SED). First, the vague

criteria and the lack of operational definitions create problems in identifying accurately
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students who need education services for emotional or behavioral problems (Wood &
Cronin, 1999). Fomess and Knitzer (1992) discuss the fact that the five criteria are not
supported by previous or current research on subtypes of children with emotional or

behavioral disorders.

Next, the “SED” terminology is not used consistently across the

fifty states. Some states use phrases such as “behavior disorder” or “educational
handicap” to label students meeting the same criteria as SED students (Robertson, et al.,

1998). Finally, the exclusion of social maladjustment has been controversial because the
second SED criterion, an inability to build or maintain relationships, practically defines

social maladjustment (Fomes & Knitzer, 1992).
Significance of the Problem

Serious Emotional Disturbance is one of 13 handicapping conditions defined in

IDEA. Researchers have cited percentages from the U.S. Department of Education that
suggest despite the intentions of Congress to find and serve all children with handicaps,

students with SED have been under-diagnosed (Skiba, Grizzle, & Minke, 1994). Thus,

federal guidelines estimate that at least 2% of the school-age population should be

recognized as SED, but the average prevalence rates for the United States remain
consistent at 1% (Skiba, Grizzle, & Minke, 1994).

Various theories explain the development of disturbed behavior, but it is difficult
to determine just what constitutes disturbed behavior. Due to the overlapping
characteristics of SED, it is likely that many children who should be are not classified

with an emotional disturbance. The controversy regarding the exclusion of pupils

considered socially maladjusted has led to gaps in services to a population with
considerable educational needs. The proper educational placement for a child with
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emotional and behavioral problems is important not only for that child but for many
public service delivery systems (Robertson et al., 1998). School districts, community
mental health centers, and juvenile justice departments are among the systems that work
collaboratively to meet the child’s needs in the community.
There is no professional agreement related to the comprehensive methods utilized

for defining a student as SED. When SED is suspected, some systems use intelligence

scales, observations of students’ behaviors, and clinical interviews with the students,

parents, and teachers. Two widely used, well-documented instruments for measuring
children’s behavior and emotional problems are the Revised Behavior Problem Checklist
(Quay & Peterson, 1996) and the Teacher Report Form (Achenbach, 1992). Identification

of a student with SED is often based on this observational data or parent interviews that
can be biased.

The present study is significant because it will investigate the usefulness

of a more objective measure, the Minnesota Multiphasic Personality Inventory-

Adolescent (MMPI-A) for the determination of SED. The MMPI-A is also useful for the
purpose of developing treatment plans and theorizing about causes. The worker form of

the Ohio Scales, combined with the child’s responses on the MMPI-A will be evaluated

as an assessment battery with regard to its ability to distinguish which students require
special education services.

The following literature review describes the etiology of emotional and behavioral
disorders, beginning with the risks in adolescence that often lead to the development of
problem behaviors. Legal definitions for emotional or behavioral disorders, serious
emotional disturbance, and social maladjustment are described. Next, this review further

discusses the controversy in differentiating these two groups. The review explores issues
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of assessment, treatment, and education. This study examines the opinion that the

educational settings and mental health services should vary accordingly to target

behaviors and the differing characteristics of each group.

The purpose of the present study is to define the characteristics of social
maladjustment and to find a more precise method for diagnosing SED versus SM. The

present study hopes to address several of the limitations of previous studies by taking the
child’s functioning level and personality traits into consideration. More specifically, the

present study will determine if the MMPI-A can be used to identify which adolescents are
most suitable for special education services. Additionally, the study uses the Ohio Scales

to determine if the adolescent’s level of functioning and problem severity can predict the

SED or SM label.
Risk in Adolescence

Erickson (1968) defined adolescence as the period in which youth face the task of
forming a sense of identity accompanied by a cohesive set of personal values. The start
of adolescence is generally identified with puberty, but the end of adolescence is less

clearly interpreted. Today, in the United States adolescence typically includes the range

from 10 through 19 years, although girls usually mature earlier than boys (World Health
Organization, 1989). The end of adolescence involves cognitive and emotional

milestones such as graduation from high school, getting a full-time job, or marriage.
Adolescence involves some experimentation in both positive and negative ways.

The development of a strong sense of identity during adolescence molds the groundwork
for success as a fully integrated member of society. This means the individual is
productive in work, complies with commitments to family and friends, and assumes
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responsibilities of our society. However, some adolescents experiment with negative role
identities involving gang membership, criminal and violent acts, drug and alcohol abuse,

risky behaviors in sexual intercourse, and truancy from school. Some of these

adolescents still manage to become productive and successful adults, whereas others
remain unstable members of society and become submerged in welfare dependency,

unemployment, drug addiction, or criminal activity. A major difficulty lies in the
identification of those adolescents who are likely to develop problems that prevent them

from becoming successful and productive citizens. Research is currently focusing on the

concept of risk.
The past 15 years have brought about trends in child development and prevention
theory that have sparked interest in defining youth at risk. Empirical research has

provided evidence for the influence that family processes, the peer group, social supports,

and community resources, most notably the schools, have on individual development

(McGhee & Short, 1991). The past ten years have influenced the current definitions of
risk as research has investigated specific problems of adolescence: delinquency,
substance abuse, pregnancy or parenthood, and school failure (Dryfoos, 1990). Dryfoos

(1990) states that these common problems have rather distinct shared causes. For

example, evidence demonstrates that antisocial, sexual, and drug-using behaviors tend to
correlate (Dryfoos, 1990). Some evidence also suggests that antisocial behavior tends to
lead to substance abuse, so that early interventions developed to prevent antisocial

behavior and its correlates early in adolescence may reduce the prospect of more severe
problems later in adolescence (Burt, Resnick, & Novick, 1998). Much of the adolescent

research, over the past five years, has shifted from an earlier emphasis on specific
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problem behaviors to a new focus on clusters of problems that make up a syndrome. This
denotes a significant alteration in understanding the causes and correlates of adolescent

problem behaviors.

Quay and Hogan (1999) state that all adolescents have a certain mix of
vulnerabilities or protective factors that ultimately determine the likelihood that they will

experience problems. Barker believes that services often neglect to focus on the larger

context in which youth live and stress preventing the negatives rather than building
strengths (Blakeney & Blakeney, 1991). Quay and Hogan (1999) developed a conceptual

framework to help clarify the problems defining risk. This perspective centers around
factors on the institution, community, family, and individual levels (see Table 1).

Risk antecedents such as family environmental conditions were determined by social

workers, policymakers, and researchers in various disciplines. These antecedents cause
vulnerabilities when the protective factors in parents, other adults, neighborhood,

institutions or individual capabilities are not sufficient to decrease the effects. The

system markers are found in student records indicating imminent dysfunction (Burt,
Resnick, & Novick, 1998). The negative outcomes or behaviors generally occur with

youth with more antecedents or who exhibit markers in formal systems at younger ages.

These include difficulty with first grade, significant health problems or early involvement
with protective services (Burt, Resnick, & Novick, 1998).
This conceptual framework summarizes recent literature presenting a convergence

of factors, including heightened vulnerability, multiple causation, and the relationship
between the environment and the individual (Quay & Hogan, 1999). The adolescents
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Table 1

Conceptual Framework for Defining Youth At Risk

Antecedents

Family
dysfunction

Protective
factors

System
markers

Problem
behaviors

Individual
competency/
ability

Poor school
performance

Parental
competency,
resources

Child
protection/ outof-home
placement

School-related
problem
behaviors
(truancy,
absenteeism,
violence)
Early sexual
behavior

Poverty

Neighborhood and local
institutions

Positive
behaviors
Good school
attendance,
attachment to
school, good
performance

Dropping out
of school, poor
credentials for
economic selfsufficiency

Postponing
sexual
behavior

Pregnancy,
Sexually
transmitted
diseases.
Abuse or
addiction to
alcohol or
other drugs,
Associated
health
problems
Homeless
Physical abuse.
battering
Prostitution
Sexual abuse,
rape, incest
Death or
permanent
injury, from
weapons, other
violent
behavior,
automobile
accidents
Depression,
suicide,
Criminal
convictions

Use of tobacco,
alcohol, other
drugs

Other adults
Neighborhood
resources
Effective
schools and
other
institutions
responsible for
children and
youth

Running away
from home
Associating
with delinquent
peers

Negative
outcomes

Positive
interactions
with family
Participation in
community
religious
institutions
Social,
problemsolving and
peer skills
High selfesteem and
achievement
motivation
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who have various antecedents and leave system markers are more likely to display

problem behaviors. However, the protective factors are possible moderators of this link

between the antecedents and markers. This framework is useful for the assessment of
levels of risk in youth. Many adolescents aged 10 to 15 may not yet display negative

outcomes but would be considered at high risk. Quay and Hogan define high risk if,

minimally, a youth lives under any of the antecedent conditions, with a minimal level of

protective factors and currently exhibits one or more of the system markers. Moderate
risk is characterized as a youth who either lives under any antecedent conditions or
currently displays one or more of the risk markers, but has some protective factors to
offset the negative influences. Finally, low risk would be allocated to youth who do not

display markers, who do not live in antecedent conditions, and who have an adequate
number of protective factors. Thus, this framework is useful for determining the level of
risk in adolescence and summarizing simple associations among potential risk factors and

behavior or emotional disorders.
Additionally, studies have shown that several risk factors may increase the

likelihood that an adolescent will engage in delinquent or antisocial behavior. These
factors include (a) problems in school; (b) low verbal intelligence; (c) parents who abuse
alcohol or have run-ins with law enforcement; (d) family reliance on welfare, or difficulty

managing money; (e) homes that are broken, overcrowded, or chaotic; (f) irregular
parental supervision and insufficient discipline; (g) parental and sibling indifference or

hostility toward the youth; and (h) substance abuse (Zanglis, Furlong, & Casas, 2000).

These risk factors are also generally associated with SED.
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Behavior or Emotional Disorders
It is important to review risk factors for both the onset and persistence of

disorders, encouraging a focus on the role of developmental factors in the study of
behavior or emotional disorders. An emotional/behavioral disorder is a condition in

which a child’s behavioral or emotional responses are contrary to the norms of children
of the same age and ethnic or cultural group. The responses cause significant impairment

in social relationships, self-care, and educational progress or classroom behavior (Fomess

& Kavale, 2000). The following characteristics are found in a child classified as having
an emotional/behavioral disorder according to the Individuals with Disabilities Act

(IDEA, Public Law 102-119 and Public Law 105-17) and occur with such frequency,
intensity or duration as to require some type of intervention:

• Seriously delayed social development including an inability to build
maintain satisfactory age-appropriate interpersonal relationships with
peers or adults.
• Inappropriate behavior (e.g. severe aggression towards others, self
destructive, extremely withdrawn, non-communicative).
• A general pervasive mood of unhappiness or depression, or evidence of
excessive anxiety or fears (e.g. frequent episodes of crying, consistent
need for reassurance).
• A professional has diagnosed the child with a serious emotional
disturbance.
Two basic dimensions of emotional and behavioral disorders have been

established based upon multiple research studies. These dimensions are externalizing
(overt acting-out behaviors) and internalizing (withdrawn, anxious behaviors) (Nelson,

Rutherford, Center, & Walker, 1991). Sanders, Merrell, and Cobb (1999) state that the
internalizing domain is associated with overcontrolled behaviors that are considered to
be inner-directed. These youth “suffer in silence” with negative cognitions towards

themselves and despairing self-related behaviors (Sanders, Merrell, & Cobb, 1999).
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These internalizing disorders can have a strong impact on the child. Youth suffering

from these problems have an increased risk of becoming socially withdrawn or

developing a poor self-esteem, difficulty making academic progress, and suicidal
ideation and behavior (Zirkel, 1992). Some common types of internalizing disorders for

children and adolescents are depression, anxiety, and somatic problems.
In contrast to the internalizing disorder, externalizing disorders are associated

with acting-out or disruptive behaviors. Symptoms of this domain are often related to
undercontrolled behaviors, e.g., aggressiveness and impulsivity (Sanders, Merrell, &
Cobb, 1999). Externalizing disorders tend to be overt in nature such that the youth tends

to lash out against their environment. The primary types of externalizing disorders are
conduct disorder, attention-deficit/hyperactivity disorder, drug abuse, and patterns of

antisocial-aggressive behavior (Montgomery, 2001).
The symptoms of internalizing and externalizing disorders are difficult to

differentiate because they share various commonalties. The symptoms of the disorders,
the perceived etiology, and the process for therapeutic change periodically overlap.
Sanders, Merrell, and Cobb (1999) describe internalizing disorders as concealed thought

processes that are often associated with symptoms or problems directed towards the self,

whereas externalizing disorders are evident and display conflict with environmental
events.
Furthermore, numerous studies have also indicated significant comorbidity

among internalizing disorders such as common characteristics of several anxiety
disorders and strong correlations between depression and anxiety (Sanders, Merrell, &

Cobb, 1999).

Walker and his colleagues have found through longitudinal studies that
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the characteristics of antisocial students are similar to those of youth likely to be placed

in SED programs (Nelson, Rutherford, Center, & Walker, 1991). These characteristics
include academic deficiencies, poor grades, basic skill deficits, little interest in school,
careless work, lack of enthusiasm towards academics, truancy, and temper tantrums.

Achenbach and McConaughy (1992) discuss the fact that SED students often go

unnoticed in school systems because their key symptoms may not be observable and they

may not disrupt classroom activity. The federal definition of SED encompasses

internalizing symptoms yet those with externalizing disorders are often the concern of
professionals. Therefore, it is understandable that researchers have found considerable

overlap with socially maladjusted (SM) and seriously emotionally disturbed (SED)

populations.
Sanders, Merrell, and Cobb (1999) examined the internalizing symptoms of SED
and regular education students in grades 4-6 using the Internalizing Symptoms Scale for

Children (ISSC). Each of the two study groups consisted of 50 participants, all African
American because a special focal point of the study was the prevalence of behavioral and

emotional problems among African American youth. The Internalizing Symptoms Scale
for Children is a recently developed self-report measure designed to assess the broad

range of internalizing symptomatology of children in grades 3 through 6. The scale
contains 48 items which reflect symptoms of various internalizing disorders and includes

statements regarding both positive and negative affect. The students answered questions
based upon the four-point scale: “Never True,” “Hardly Ever True,” “Sometimes True,”

and “Often True.”

13

A discriminant function analysis found that the ISSC scores were able to

correctly classify 91% of the participants into their appropriate group: SED or
regular education. Results of the study provided additional support for the

construct validity of this recently developed measure. The study discusses the
fact that the limited measures available for identification of internalizing problems
in youth make treatment planning difficult. In recent years, behavioral scientists
are researching internalizing disorders to a greater extent. This increased focus

results partly from the rise in adolescent suicide. The suicide rate for 15-19 year

olds has tripled in the 60s, 70s, and 80s. Reynolds (1992) reported that one of ten

adolescents are actively considering suicide, and 8.5% of high school students

have made one or more attempts. Thus, an increased availability of measures,
created to assess internalizing problems with both children and adolescents would
be beneficial.

Seriously Emotionally Disturbed

The current federal definition of SED was based on a study conducted by E.M.
Bower from the late 1950’s and early 1960’s (Bower, 1982). This study was
commissioned by the California State Legislature in 1957 and included the analysis of
data from approximately 6,000 students in California. Bower and his associates

determined the five criteria using information from mental health practitioners, and

teachers collection of data including (a) scores on standardized reading, math, and
aptitude tests, (b) number of school absences in a four-month period, (c) age-grade

relationship, (d) socioeconomic status, (e) rating by the teacher of school adjustment and
health status of the student, (f) score on a Self-Perception Inventory and on a “Class
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Play,” a peer and self-perception inventory. Bower and his colleagues identified 207

students in California as SED. Bower’s criteria were first circulated as part of mental
health budget in the mid-1960’s and later included in IDEA (Skiba, Grizzle, & Minke,

1994).
IDEA criteria for students with SED focus on the behaviors that prevent a student
from making academic progress. Several million students with disabilities receive

special education services in the United States. According to the National Center for

Education Statistics (NCES), in the 1997-1998 school year, 5.9 million children (prenatal
to 21 years), were enrolled in special education programs. This number represents about

13 percent of children enrolled in public schools. The prevalence estimate for SED, based
on NCES facts ranged from 0.64% in the 1976-1977 school year to 0.98% in the 19971998 school year. Nevertheless, children with serious emotional disturbance remain very

much underidentified in our nation’s schools.
Socially Maladjusted

Sam Kirk introduced the term social maladjustment (SM) into special education
literature in 1962 and the distinction between the terms social maladjustment and serious

emotional disturbance has existed for three decades (Clarizio, 1992).

However, there is

a lack of a generally accepted definition of social maladjustment. SM appears to be
founded on the idea that certain children are cultured in a deviant social group; i.e. they

are shaped by a culture that encourages them to rebel against the norms of society. The

behavior patterns considered standard for these adolescents have been labeled by
educators, sociologists, psychologists and criminologists as “delinquent” or “antisocial”

(Stein & Merrell, 1992).
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The criminal justice system applies the legal term delinquency to young persons
who have been adjudicated by the courts and found guilty of criminal behavior.

Delinquent behavior is an illegal act, performed by a minor (under the age 18) even when

the offender is not apprehended (Kaufmann, 1989). Delinquency is a more restrictive

term than antisocial behavior. Antisocial behavior is norm violating and defined as “the
recurrent violation of socially prescribed patterns of action” and may or may not involve

a criminal act (Kaufmann, 1989).

Magee and Short (1991) conducted a study to investigate the prevalence of social
maladjustment in two rural/suburban school systems in the southeastern United States.

After a review of the literature examining social maladjustment (Center, 1989; Clarizio,

1987; Quay, 1987), the authors decided upon behavioral descriptors from these sources.
They utilized the narrow definition of social maladjustment to identify problems of
socialization and produce a conservative estimate of the prevalence of SM. They utilized
this narrow definition and previous literature to define 15 characteristics of social

maladjustment. The characteristics pooled are listed in Table 2. The results of the study
indicated that the percentage of students reported as exhibiting these characteristics was

sufficiently high to indicate that services beyond public education may be necessary to

meet the educational and social needs of these students.

The characteristics identified for the SM children such as frequent stealing,
substance abuse, and lack of motivation/interest in school are much different than the
characteristics identified for the SED children. This issue will be discussed later in the

treatment of these two groups and professional opinions’ as to how services should vary
for each group.
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Table 2
Characteristics of Social Maladjustment

•

Lack of motivation/interest in school

• Self-centered, impulsive, and irresponsible behavior
•

Low frustration tolerance

•

Rejection of authority and discipline

•

Absence of concern for the feelings of others

•

Projection of blame for socially proscribed behavior

•

Violation of rights of others

•

Habitual Lying

•

Inability to delay gratification

•

Frequent stealing

•

Substance abuse

•

Membership in socially maladjusted peer group

•

Manipulation for personal gain

•

Excessive use of profanity

•

Extreme testing of limits
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Controversy In Differentiation

There are several problems with the differentiation between the socially

maladjusted (SM) and the seriously emotionally disturbed (SED). One controversy
revolves around the interpretation of social maladjustment (Clarizio, 1992). Three other

issues surrounding the differentiation address issues of treatment, whether SM students
are truly handicapped, and education.

Authorities debate as to how narrowly or broadly to define the term SM. The

narrow viewpoint of SM compares it with either adjudicated delinquents or Quay’s

“socialized aggressive”/ Conduct Disorder (CD) group type, based on the DSM-III-R

version of Conduct Disorder. (Clarizio, 1992). The broad interpretation equates SM with
both socialized and unsocialized aggression, all conduct disorders, oppositional defiant
disorder (ODD), and antisocial personality. Finally, the median interpretation according
to Sanders, Merrell, and Cobb includes both socialized and unsocialized aggression, and

excludes children diagnosed with Oppositional Defiant Disorder (ODD). The “anxiouswithdrawn-dysphoric” students can be classified as both SED and SM making them

eligible for special education services (Clarizio, 1992).
Narrow Definitions. Those supporting the narrow definition accept Quay’s

assumptions regarding the socialized aggressive. Skiba states that the socialized

aggressive employ adaptive responses that are not necessarily characteristic of a
psychological disorder (Skiba & Grizzle, 1992). Quay excludes the unsocialized

aggressive under the definition of SM because of his belief that this group will respond
more reasonably to school-based interventions. Center (1990) agrees with Quay and

points out that the unsocialized aggressive have problems stemming from inadequate
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socialization. He feels that it is reasonable to expect schools to provide intervention for

insufficient socialization (Quay, 1987).
Those arguing against this narrow differentiation state that inclusion of students
as SED should be based on the eligibility criteria and not the availability or differential

effectiveness of special education services (Clarizio, 1992). The criteria for determining
a handicap should not be defined based on the effectiveness of interventions. If criteria

were defined based upon the research literature of the effectiveness, then a smaller
number of students would likely be placed in special education programs. For example,
the National Longitudinal Study of Special Education Students reported a dropout rate of

55% of emotionally disturbed adolescents (Solis, 1998).
This definition also restricts the SM label to institutionalized adjudicated
delinquents. Legal delinquents (those adolescents detected as antisocial), agency

delinquents (antisocial youth in community agencies), and alleged delinquents (those
apprehended with court involvement) are excluded from the SM definition (Clarizio,
1992). However, the term adjudicated delinquent is a legal term and mixes psychological

and legal terminology. The psychological view of adjudication makes the definition

rather broad by including both the socialized and unsocialized aggressive, the neuroticdisturbed, and those diagnosed with Conduct disorder (Clarizio, 1992).

The need to define SM is based partly on the assumption that SED students are
underidentified in the school systems. However, every child who is diagnosed as SED is
not eligible for special education services. The PL 101-476 restricts services to those

children whose disability demonstrates an adverse educational impact. For example an
anorexic with a 3.7 grade point average would not receive special education services even
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though they have been diagnosed as having emotional problems. Court rulings have
supported a broad construction of educational performance. Evidence exists that the

students labeled SED/SM do poorly on standardized achievement tests, but the studies do
not differentiate between the two groups. Thus, it is difficult to identify what group of

students, SED, SM, or both, are really struggling with academics. It is also difficult to

determine if the SM students are having difficulty with academics because of a learning
problem or due to truancy, suspensions, or expulsion. Several studies have found that
SM populations demonstrate less educational experience than SED populations; however,

these studies generally include SM students who have been institutionalized rather than
the ones in the public school systems (Clarizio, 1992).

Broad Definitions. At the other end of the spectrum, many have described SM as
a disorder of social behavior (deviance) (Kelly, 1990; Slenkovich, 1992). Slenkovich

(1992) would label social maladjustment as a conduct disorder, antisocial personality

disorder, or oppositional disorder as defined in the Diagnostic and Statistical Manual of

Mental Disorders (DSM). A survey conducted in 1992 by Center and Eden indicates that
over half (53%) of state directors of special education use a broad definition for

administrative purposes (Schroeder, 1994). However, not all disruptive disorders would
be equated with SM. For example, Attention Deficit Hyperactivity Disorder (ADHD)
would not be included, yet comorbidity between Attention-Deficit/Hyperactivity

Disorder (ADHD) and Conduct Disorder (CD) has been found to occur in approximately

40% to 90% of cases (Home & Glaser, 1999).

The disruptive disorders included under the Conduct disorder category must
display the essential feature of a repetitive and persistent pattern of behavior where the
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basic rights of others or significant age-appropriate societal norms or rules are violated

(American Psychiatric Association, 1994). DSM-IV characterized these behaviors as one
of four groupings: aggressive conduct that causes or threatens physical harm to people or

animals, nonaggressive conduct that creates property loss or damage, deceitfulness or

theft, and serious violation of rules.
These general criteria are characteristics of antisocial behavior, a term that is
often used to describe the behavior patterns that are typically found with SM. This broad

definition does not exclude antisocial behavior that is accepted and supported by a
deviant peer group. All antisocial behaviors share the characteristics of the criteria for

CD described above (Toerestad & Magnusson, 1996). Conduct disorder reflects

problems with socialization such as inappropriate and/or inadequate socialization.
However, as long as the student is not diagnosed as SED and have no other debilitating
conditions, they are ineligible for special education services even though the behavior is

having an adverse effect on academic achievement.
Several critics of the broad definition feel that the purpose of the broad definition
is to keep expulsion as an option for disciplining students exhibiting antisocial behavior

(Center, 1990). In the 1988 court ruling of Honig vs. Doe, expulsion was prohibited for

handicapped students based on behaviors related to their disability. Center stated that the
lack of a definition for SM “serves as a convenient loophole for those who choose to
define it very broadly” (Center, 1990). Another criticism researchers cite is the

unreliability of psychiatric diagnosis based on the DSM system. Quay (1999) agrees that
the unreliability of the DSM system is well documented but reports that Conduct
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Disorder is one of the most reliable and consistently documented disorders based on

empirical research.
An Intermediate Position. This intermediate viewpoint takes a stance that is
broader than the definition equating SM with socialized aggression or with adjudicated

delinquents, but is more narrow than the definition labeling all conduct disorders as SM.

This third position accepts the DSM’s criteria for defining Conduct Disorder but includes
unsatisfactory interpersonal relationships as a correlate of SM (Clarizio, 1992). This

perspective also includes both the socialized and unsocialized aggressive because “they
both display the kind of behavior which is unacceptable to society” (Clarizio, 1992).

According to this point of view, developmental and demographic characteristics
should be emphasized more. Kazedin (1987) argues that many antisocial behaviors are
relatively frequent at various periods of normal development, and therefore

developmental norms should be established based on age, gender, and socioeconomic
status (Serna, Nielsen, Lambros, & Fomess, 2000). Those supporting this position also

report that SM exists in degree. The term Conduct Disorder is reserved for those

displaying severe antisocial behavior or severe SM. This approach incorporates a more
objective, school-based definition of social maladjustment. Checklists or rating scales

can include more school-oriented checklists of social maladjustment. These checklists or
inventories consider severity and the age of onset of the antisocial behaviors.
There are three other controversial issues involved with the distinction between the

socially maladjusted (SM) and the seriously emotionally disturbed (SED). The first issue

focuses on the question: should treatment differ for the SM and SED groups? The second

question addresses whether SM students are handicapped under the guidelines written in
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the Individuals with Educational Disabilities Act. Finally, the third looks at what
services schools should provide to these students assuming that they are not handicapped.

Treatment. The major reason that treatment is different for the SM and SED

groups is the choice of target behaviors. These target behaviors are determined based
upon the characteristics that help differentiate the two groups (Sutherland, Wehby, &

Gunter, 2000). SM students generally have a limited conscience, a pattern of blaming
others, little anxiety over the antisocial behavior, delinquent companions, acceptance

from these companions, street smarts and survival skills (Clarizio, 1992). SED students
generally have a strict conscience, an inner discipline, high anxiety for any behavior that

goes against the norm, few friends their own age, and they tend to be naive in situations

(Clarizio, 1992).

The SM group tends to have a developmental delay in all three components of
sociomoral development: cognitive, behavioral, and affective. The research literature

consistently displays the lower moral reasoning of the delinquents compared to their
peers (Nelson, Smith, & Dodd, 1990). The opposite appears to be true for the

nondelinquent control groups. The delayed moral development is reflected in the SM
students’ inability to empathize with others, to see value in conforming, and in their

antisocial behavior. A difference also exists between the affective or attitudinal reactions
to offenses between the delinquents and the nondelinquents. The literature confirms the

need to improve the facets of moral development among the SM group. The SM youth
appear to need help strengthening their moral standards where the SED need assistance in

loosening their moral attitudes. The SED need help so that they can feel better about
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themselves and not feel inadequate or guilty over their apparent misbehaviors. Thus,
classroom activities that help one group may hurt the other group.

SM behavior is egosyntonic; it causes little, if any, anxiety. Obviously without
anxiety, a person would be less motivated to change behaviors. Quay stated that we have

known for quite a while that teaching some anxiety and avoidance responses to increase

impulse control might be required with SM youth (Quay, 1999). However, it is unclear
whether or not anxiety can be internalized and generalized across both different times and
different places. The more reasonable goal for teachers is to increase the anxiety in the

time and place that the antisocial behavior occurs. Therefore, the first objective before

increasing the anxiety is to accomplish behavioral control. One strategy that has been

successful is letting the SM student take a role in the rule making and rule enforcement
process. The combination of reward and punishment is critical for promoting the

appropriate behavior.
The opposite is generally found with the SED population, in that their behavior
often is preceded, accompanied or provokes anxiety. Consequently, teachers are usually

reluctant to use punishment for fear that this will increase anxiety. Anxious individuals
have an anxiety that forms easily, generalizes to other things quickly, and is, therefore,

usually difficult to eliminate (Fomess & Kavale, 2000).
There is a stronger necessity for group activities with the SM students than the

SED students (Clarizio, 1992). Group interventions provide an opportunity to both

observe and confront antisocial behaviors and increase the student awareness of what is
unacceptable. The SM youth’s behavior is usually harmful to others and the group

setting allows for the examination of peer influence. Resocialization, problem-solving
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skill development, and moral dialogue expansion are some techniques used in group
interventions to promote a more acceptable value system (Clarizio, 1992).

Effective interventions for the socialized aggressive adolescents will strive to
promote independence in decision making, minimize maladaptive peer pressures, and

redirect antisocial values. Working with the group also allows a teacher to confront

antisocial behaviors before they spread. SM adolescents respond better to group
interventions designed to alter peer-group norms. Individual efforts are important, but

often unsuccessful without group activities because peer pressure is so powerful. The

group approach is well-suited to the needs of antisocial youth because of the focus on the
development of interpersonal problem-solving abilities, impulse-control, sociomoral

reasoning, and role-taking abilities (Gelfand, Jenson, & Drew, 1998).
Other differences between the SM and SED center around the SM’s need for

excitement, attention, and desire for change. SED children respond better to a routine in

which there are few alterations. SED adolescents tend to be reserved, quiet, and have

difficulty communicating, whereas the SM adolescents like to be the center of attention.
SM students are loud boisterous, and often attempt to increase the communications and
sociability of the SED students who are generally aloof and detached. Overall, the

differences in the target behaviors and the methods used to teach these behaviors indicate
that these two groups need very different classroom environments if they are to receive

an appropriate education.
Socially Maladjusted and Handicap Issues. Some researchers feel that SM
students should not be taught in the same classroom as the SED students, (as described
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above) but believe that both require special education services separately. Others feel
that SM students do not require special education services at all.

The most commonly studied subgroup of the socially maladjusted are delinquents.
Delinquents are generally free from serious emotional disturbance or psychopathology.

Ausubel (1965) states that the basic determinant in juvenile delinquency “resides not in a
pathological personality structure but in the developmental-cultural phenomenon of

adult-youth alienation (Home & Glaser, 1999 ).” Ausubel feels that when adolescents
are alienated from adult society they immerse themselves in peer culture. Peer culture

provides them with a sense of status, norms of behavior and unique training institutions

of their own. However, this new status in peer culture reinforces the alienation from
adult society and may push an adolescent to compensate for these feelings of alienation
through antisocial behavior. These antisocial modes of behavior often lead to juvenile
delinquency. Studies have demonstrated that factors such as sex, social class, parental

attitudes, temperament, personality characteristics, and intelligence have a strong impact

on adult-youth alienation (Clarizio, 1992). For example, boys are usually more alienated

from adult society than girls, and minority groups experience greater alienation than
middle-class groups.

Kavaraceus and Miller (1959) have identified four major types of adolescent
groups, summarized by a 2 X 2 table of emotional disturbance and antisocial behavior.

The four types found are: (a) students who do not habitually engage in antisocial acts and
who are considered emotionally normal; (b) those who frequently engage in antisocial

behavior but demonstrate no clear evidence of an emotional disturbance (the majority of
delinquents); (c) those who engage in severe and frequent antisocial behavior and are
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classified as SED; and (d) those that are SED but not SM. Kavaraceus and Miller found
that the dominant subgroup of the “delinquent” population are ‘normal’ lower class

adolescents. To classify this group as SED would violate the guidelines stating that the

diagnosis should not be based on behaviors that are related to environmental, cultural, or
economic factors (PL 101-476).

Research data in addition to professional opinion, suggests that antisocial
behaviors are relatively common at different periods of normal development (Kazdin,

1987). A longitudinal study conducted in 1987 found that 80% of juvenile delinquents
did not meet the criteria necessary to receive mental health services (Fomess, 1992).

Fomess found that most delinquent youth do not become criminals in adulthood. In this
study 75% of the males and 90% of the females with a juvenile record had no records of

criminal behavior as adults (Werner, 1987). The records of institutionalized delinquents
show that only 28% of these incarcerated delinquents carry a label of “handicapped.” To

label the SM as handicapped would be detrimental given that advocates for special

education admit “special education programs have not demonstrated the ability to prevent
or treat delinquent behavior successfully (Clarizio, 1992).”
Three other points indicate that the SM population are free of the serious

emotional problems that would warrant placement in special education programs. First,
the SM are not like the SED because the SM see themselves as psychologically normal.

Secondly, the legal system also sees them as psychologically normal. The system must
find them mentally competent to be adjudicated. Finally, the antisocial behaviors of the
SM group (e.g. lying, stealing, and swearing) are not considered aberrant acts by their
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referral groups. These peer groups often consider this consistent pattern of negative

behaviors as normal and usually desirable.
As Bower (1982) suggests, a potential reason for the SM exclusion may have

been to reduce the costs of serving the SED population. Another rationale for excluding

children from special education is the Honig v. Doe (1988) decision by the Supreme
Court establishing guidelines for students with disabilities. The ruling states that the

students may not be suspended for more than 10 days or expelled for behavior that is
related to their disabilities and the burden of proof lies with the school district. However,

if the school does not identify the student as having a disability, then suspension and

expulsion are options. Thus, many school districts feel it is in their best interest not to
label those students with antisocial, overtly aggressive behavior patterns as having a
disability (Nelson, Rutherford, Center, Walker, 1991).
Education. The next issue surrounding the differentiation between the SM and

SED populations relates to educational services available to the SM students if they do
not receive special education services. Table 3 gives a model in which the restrictiveness

of services and the extensiveness of the interventions are guided by the severity of the
antisocial behavior. Table 4 describes a further breakdown of the general interventions
(Clarizio, 1992). The appropriate services for children are very controversial; however, a

few main points need to be addressed. First, SM children need to receive consequences
for their antisocial behaviors. The SM children are generally psychologically normal,
and should not be excused for their negative behaviors because of a handicap label. They

should leam the concept of personal responsibility before their behavior becomes more
severe. Next, the interventions used for SM children should coincide with the severity
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Table 3
A Model of Placement and Interventions for the Socially Maladjusted
Severity of Typical Behaviors

Mild
Ignores teacher warnings
Disturbs others (noisy out of seat)
Lies
Smokes tobacco
Cuts class

Moderate
Refuses to obey
Intimidates, bullies
Truancy
Swears
Makes obscene gestures

Severe
Steals
Extorts money
Destroys school property
Uses hard drugs
Uses weapon to attack

Settings

Regular class

Regular class
with
professional
support

Special settings

Interventions

Minimal
Primary prevention
Early interventions
Alter minor system

Moderate
Motivational efforts
School counseling
Remedial programs

Maximum
External supports
Program transfer
Expulsion
Structured
community
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Table 4
Interventions: An Additional Breakdown

Minimal Interventions
Primary Prevention
School code (offenses, consequences, due process entitlements)
Adequate rules (clear, reasonable, enforceable)
Rules widely publicized and promoted
Strong administration
Flexible curriculum
Greater sense of commitment, involvement, and belonging
Early Interventions
Contact previous or current teachers for suggestions to manage behavior
Contact parents/guardians
Assertive discipline
Behavioral analysis (identification of the times and places that cause most problems)
Behavioral techniques
Aversive Contingency Management
Ineffective: scolding, lecturing, threatening, physical force
Effective: covert sensitization, timeout, restitution, overcorrection
Positive Contingency Management
Differential reinforcement of other behavior (DRO)
Differential reinforcement of alternative desirable behavior (DRA)
Group contingencies
Self-Control Procedures
Relaxation
Self-instruction
Self-as-model (promising but untested)
Teacher-teacher consultation
Minor Systems Modifications
Assignment of disruptive students with competent classroom managers
Teacher training programs
Reassignment of principal
Teacher Assistance Teams
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Table 4 (continued)

Moderate Interventions
Motivational Efforts
School-based incentives to promote social and academic goals
Peer group incentives
School/home-based incentives
School-Based Counseling
Group counseling
Individual
Community mental health drop-in center
Peer-based counseling (Positive Peer Culture)
Remedial Programs
Behavior Management Programs
Strategy Skill Instruction
School-Survival Skills
Tutoring
Maximal Interventions
External Supports
Security guards
Medication
Program Transfer
In-school suspension
Disciplinary transfer to another school in district
Special education (El, LD, EMI)
Work experience
Alternative school
Night school
Removal from school
Suspension
Expulsion
Highly Structured Community Program
Residential placement.
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of the antisocial behavior. The school should not place maximal interventions on a
student who is only engaging in minimal antisocial behaviors. For example, a child who
is having difficulty sitting still during class should not be put on Ritalin. This would be

considered to be an extreme measure for minimal behaviors.
The focus of educational provisions need to devote more energy to primary
prevention. There is evidence that a firm, fair, and consistent system for running a school

seems to be a key element in reducing violence (Schwartz & Proctor, 2000). Less

violence occurs when the rules are well known and strictly but fairly enforced. The
National Institute of Education concluded that strong and effective school regulations,
especially by the principal, can significantly reduce antisocial behavior (Clarizio, 1992).

Stronger principals should be assigned to the schools with larger numbers of antisocial
students.

Studies regarding the academic achievement of the SED population unfortunately
have been neglected compared to studies of their social and emotional development.

There is no operational definition for “adversely affects educational performance”,

making it difficult to identify the percentage of SED who have an adverse educational

impact. Researchers have argued over a definition of the “adverse effects.” Some feel

that whatever definition is applied should only be used in comparisons with students of
the same sociocultural background. Others would broaden the definition to include a
negative impact on classmates’ educational performance as well. Because of the various

ways that adverse effects could be determined, future research is suggested applying
standardized achievement, test scores, curriculum-based assessment, work samples,
group participation, grades and classes failed. These methods will help identify the
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percentages of SED students that experience deficits in educational performance using

different definitions (Clarizio, 1992).
One provision will not solve all the problems or meet all the educational needs of

SM youth. The problems run deep and can not be solved by dealing solely with the
surface issues (Clarizio, 1992). The belief that all youth can be educated needs to be

instilled in the education system. Clarizio stated that more attention should be placed on

primary prevention by expanding preschool facilities. More flexible grouping and
alternative career-oriented programs need to be made available for older children. An

increase should also be made in the accessibility of higher education and reintegration for

children who have dropped out of school. By providing a range of options in the schools,
the educators will be able to decide how to appropriately educate the child. Educational

options implemented in the schools will contribute significantly to appropriate
socialization and meaningful education for students who exhibit antisocial behavior.
A study was recently published that addressed many of the concerns and

discussed the controversy in differentiation between the SED and SM adolescents

reviewed in this introduction. This study demonstrated the content validity and reliability

of the Scale for Assessing Emotional Disturbance (SAED), a standardized, normreferenced measure designed to operationalize the federal definition of Serious Emotional
Disturbance (Cullinan, Hamiss, Epstein, & Ryser, 2002). The SAED contains 53 rated

items, 45 of which measure emotional, social, or behavior problems. There are six SAED
subscales, five which (Inability to Learn, Relationship Problems, Inappropriate Behavior,
Unhappiness or Depression, and Physical Symptoms or Fears) are similar to the five

characteristics of the SED definition. The sixth subscale helps determine if the student
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shows evidence of the Socially Maladjusted phenomenon. The SAED scale takes about
ten minutes to complete and is recommended for use by teachers or other school

professionals who are in close contact with the student.
The SAED underwent extensive development and multiple field-tests. The results

indicated good content validity, national norms, and reliability (Cullinan, Hamiss,
Epstein, & Ryser, 2002). The SAED has been tested in differentiating students with and

without SED; however, further research was recommended for use in differentiating
between SED and SM youth. Table 5 illustrates the items included in the SAED scale.

In both studies, special education teachers rated students on the SAED and either the
Revised Behavior Problem Checklist or the Teacher Report Form. The study addressed

the fact that the interrater reliability for the scales Unhappiness or Depression and
Physical Symptoms or Fears was only moderate in strength. The authors concluded that

this is a problem for other instruments presumably because items on “internalizing” kinds

of subscales requires raters to make many inferences about the youth’s thoughts and
emotions (Cullinan, Hamiss, Epstein, & Ryser, 2002).

Assessment of Adolescents
Assessment of adolescent behavior is a challenging task because of the
complexity of adolescents. It is important to understand the issues confronting

adolescents and how these issues effect adolescent behavior and psychopathology. There
are many approaches to the assessment of conduct disorders in children and adolescents,
but these assessments are not well-defined or understood (Quay & Hogan, 1999). The

presence or absence of the disorder and the level or extent of the disorder are generally
difficult to pinpoint. Furthermore, there often tends to be discrepancies among those
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Table 5

Emotional and Behavior Problem Items of the S AED Scale
Subscale

Items

Inability to Learn

Does not independently complete assigned schoolwork
Gets distracted; doesn’t pay attention to teachers or work
Homework skills are poor
Lacks interest, motivation, positive attitude toward school
Listening and note-taking skills are weak
Mathematics skills are poor
Reading skills are poor
Written expression skills (reports, essays, etc.) are poor

Relationship Problems

Avoids interacting with people
Does not work well in group activities
Feels picked on or persecuted
Has few or no friends
Lacks skills needed to be friendly or sociable
Rejected, avoided by peers

Inappropriate Behavior

Cheats, lies, steals
Cruel to peers
Destroys and ruin things
Disrespectful; defiant of authority
Disruptive, loud, rowdy
Fails to consider the consequences of own acts
Makes threats to others
Physically assaults or fights people in school\
Uses obscene, profane, or sexually oriented language
Verbally abuses, teases, or taunts people

Unhappin ess/Depression

Experiences little pleasure or joy
Has feelings of worthlessness
Lacks self-confidence
Little or no interaction with teacher
No longer interested in things formerly enjoyed
Pessimistic about future; expresses hopelessness
Sad much of the time, does not smile often
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Table 5 (continued)

Emotional and Behavior Problem Items of the SAED Scale

Physical Symptoms or
Fears

Afraid of unlikely dangers or calamities to self or others
Anxious, worried, tense
Complains of physical discomfort (e.g. headaches, stomach
aches)
Feels excessively guilty
Harms own body (e.g. picks self, cuts self, writes on self)
Has overly sensitive feelings and emotions
Shows nervous habits (e.g. tics, bites nails, twists hair)
Talks about suicide or own death

Socially Maladjusted

Abuses drugs or alcohol before or after school
Exhibits precocious sexual behavior
Runs away from home
Steals in the community or at home
Takes part in illegal or antisocial gang activities
Vandalizes property in the community
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presenting data, bias, and little corroboration among different measures (Quay & Hogan,

1999) .
Some tests, such as intelligence measures and individual achievement tests, are

contained in every comprehensive assessment battery, regardless of the individual’s
suspected disability. When SED is suspected, the assessment process may include some

observations of the student’s behavior in class and clinical interviews with the parents,

teachers and the student. Diagnostic screening measures including personality
assessment should also be included for a comprehensive approach.

The clinical interview of students, teachers, and parents is often a structured
interview that is useful for collecting details related to the student’s behavior. The
structured interview increases reliability because it utilizes a specific set of questions and
provides more precise information. However, structured interviews alone do not

generally give the psychologist enough information to make a identification of SED.
Researchers have found that teachers are not always accurate observers of behavior and

tend to exaggerate the severity of a student’s behavior, often in an attempt to get them
removed from their classrooms. Parents have been found to do just the opposite. They

tend to minimize their son or daughter’s behavior and try to make their child sound

“normal”, fitting cultural stereotypes and typical behaviors (Penno, Frank, & Wacker,
2000) . Consequently, the information collected from the structured interviews is not
always impartial.

Behavioral observation is rather effective because the professional can examine a
child’s problem behavior in the setting in which it occurs. The professional hopes to

determine what reinforces the child to continue the negative behaviors. Nevertheless,
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several issues arise with behavioral observation. First, the presence of the professional

who is often a stranger to the classroom often alters the child’s behavior. Next,
behavioral observation is very time-consuming, if it is to be effective. Behavioral

observation by more than one professional increases the reliability of the information but
also increases the time and expense (Silk, Nath, Siegel, & Kendall, 2000).

The behavior checklist is another assessment tool that is useful for several

reasons, but also has a few limitations. A few behavioral checklists have been developed
specifically for adolescents. Some of these assessments have a separate rating scale for

the parents and teachers to give their opinion of the child’s behavior. Behavior checklists
are less time-consuming than behavioral observation and the data from the checklists are

easier to calculate and score (Nelson, 1992). The problems with the checklists are that
they represent an indirect dimension of assessment (Silk et al., 2000). The data may only
be gathered from the parent or teacher and not the student. Second, the scales do not

seem to detect slight changes in behavior. Finally, their psychometric characteristics are
generally inconclusive (Silk et al., 2000).

The clinical interview, behavior observation, and behavior checklists are useful
when used together but they often lack the objectivity and reliability needed for the SED

diagnosis (Silk et al., 2000). It is very difficult to find a comprehensive assessment
instrument for adolescent behavior. It is hard to find information that is useful but

unbiased.
The fourth edition of the American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders, or DSM-IV, is a guide supported by a

comprehensive empirical foundation. The DSM-IV is atheoretical. It is useful because it
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helps professionals make reliable diagnoses and provides a basis for collecting

information related to the causes, natural history, and the effectiveness of various
treatment of specific disorders. However, DSM-IV does not explain why a disorder
might occur or how to correct it. For the purpose of developing treatment plans and

theorizing about causes this diagnostic manual is lacking. It identifies and classifies but
treatment requires a theory of development, personality, and psychopathology (Penno,

Frank, & Wacker, 2000).
Personality tests have unique advantages and can be useful in the design of
treatment strategies. Personality inventory tests are trait measures consisting of hundreds

of questions; questions correlating with one another are indicative of a trait. For
example, 50 questions from a 600-question personality measure may interrelate with each

other and form a description of a trait such as hyperactivity. All personality inventories
are given under standard conditions and have a normed comparison group (Butcher et al.,

1992). The personality tests may still contain biases but the MMPI-A as part of an

assessment approach may be useful for the differentiation of SED and SM youth.
MMPI-A

Butcher, Graham, Williams, and Kaemmer created the Minnesota Multiphasic
Personality Inventory for Adolescents (MMPI-A) in 1992 (Archer, 1997). The MMPI-A

is a revised version of the MMPI, the first version suitable for adolescent usage. The
MMPI-A is one of the most widely used psychological tests administered to adolescents
(Caldwell, 2001). The test contains norms developed for adolescents with test questions

revised to be sensitive to the adolescents’ life experiences and backgrounds (questions
related to religious and sexual preference have been omitted). The MMPI Adolescent
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Project Committee wanted to sustain continuity between the original MMPI and the
MMPI-A. The changes made include a 16% reduction in the total number of items,
revision of 70 questions to simplify or improve wording, new national norms, and

development of a few new scales specifically related to adolescent development and
psychopathology (Archer, 1992).

The MMPI-A contains 478 true/false questions with 7 validity scales and 10
clinical scales. The validity scales determine if the student answered the questions

honestly and the clinical scales provide descriptive information about him or her. The

MMPI-A is in the format of a questionnaire and is completed directly by the student
creating a stable psychometric base for interpretation.
MMPI-A Norms. The MMPI-A normative data were collected in eight states,
seven of which also provided standardization data for the MMPI-2 (Archer, 1992). The
adolescent normative subjects were petitioned by mail from the rosters of junior and high

schools in preselected areas. The subjects were tested in group sessions usually in a
school setting. A total of 2,500 adolescents were administered the MMPI-A in
California, Minnesota, New York, North Carolina, Ohio, Pennsylvania, Virginia, and

Washington State and adolescents in all sites except New York were paid between $10-

$15 for their completion of the test (Archer, 1992 ). Adolescents excluded from the final

normative set were those who left more than 35 items blank, generated a raw score on the

F scale of > 25, or were below 14 or above 18 years of age. Based on this criteria, the
final normative sample consisted of 805 male and 815 female respondents.
A clinical sample was concurrently established based on the same exclusionary
criteria described above for the normative sample. The clinical sample included 420 boys
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and 293 girls from several treatment facilities in the Minneapolis area, including inpatient
alcohol-and drug-treatment units (N = 299 boys, 163 girls), inpatient mental health

facilities (N = 67 boys, 96 girls), day-treatment programs (N_= 13 boys, 24 girls) and a
special education program (N = 41 boys, 10 girls) (Butcher, Williams, Graham, Archer,

Tellegan, Ben-Porath, & Kaemmer,1992).

Either singularly or in combination, the scales of the MMPI-A often create

recognizable score patterns that suggest specific diagnoses. There have been
psychometric advances used for this measure that were not established for the traditional
MMPI. The MMPI-A uses a technique labeled the uniform T-score transformation

procedures (a type of standard score) that often helps clinicians better understand score
values. In the traditional MMPI, T-scores were not equivalent across the scales; a Tscore of 70 on one scale was not equivalent to the percentile rank of a T-score of 70 on
another scale. The UT-score method maintains the positive skewness that characterizes

the raw-score (and linear T-score) distributions of the clinical scales and the original

MMPI. Thus, UT scores maximize continuity with the traditional linear T scores

(Butcher et al., 1992).

The UT-score method includes converting the non-K-corrected normative rawscore distributions of clinical scales 1 through 4 and 6 through 9 into linear T-score

distributions based on the following formula:
LT = 50 + [ 10 (X- M)]/SD,

where LT is the linear T score, X is the raw score on a given scale, and M is the scale’s
normative raw-score mean, and SD is the scale’s normative raw-score standard deviation

(Butcher et al., 1992). The prototype derived for the MMPI-2 was also used for the
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MMPI-A to enhance score comparability. A separate formula for each Clinical and
Content Scale was derived in the form of a regression equation that transforms the raw

scores of that scale into T scores whose normative distribution estimates the common
target distribution (Butcher et al., 1992).

The original MMPI was used for predicting delinquency in adolescents.
Hathaway and Monachesi (1953) administered the MMPI to 3,971 male and female

adolescents. At intervals of two and four years, the MMPI clinical scales of those

adolescents with and without police records were compared. Hathaway and Monachesi
found that the clinical scales Psychopathic Deviate, Schizophrenia, and Hypomania were
“excitatory scales” (i.e. scales that indicated an increased likelihood of delinquency).

The scales Depression and Social Introversion were “suppressor scales” (i.e. scales that
indicated a decreased likelihood of delinquency). In support of Hathaway and

Monachesi’s research, Wheeler and Megargee (1970) found that juvenile delinquents and
adolescent offenders had higher MMPI scales Psychopathic Deviate, Schizophrenia, and
Hypomania than non-delinquent juveniles.
Ohio Scales

The Ohio Mental Health Consumer Outcomes Initiative began in September 1996
in response to a need for a value-based, standardized, statewide approach to measuring
outcomes for children with severe emotional and behavioral disorders. The Ohio Task
Force (OTF) was responsible for identifying an initial set of critical, consumer outcomes

and recommending to the Ohio Department of Mental Health (ODMH) an ongoing

method for measuring the performance of Ohio’s Mental Health system. The intent of the
Ohio Scales was to develop measures that could be used to track the progress of youth
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with serious emotional disorders as they receive mental health services (ODMH, 2000).
Instrument development and selection for the Ohio Scales required identification
of the most common problem areas and typical domains of functioning. ODMH used
five sources of information in the creation of items for the instruments:

1) problem behaviors listed as criteria for diagnosis of child and adolescent
disorders in the DSM-IV,
2) a list of the most common “presenting problems” of youth with SED compiled
by a regional mental health board (Cuyahoga County),
3) the results of the social validation survey,
4) several commonly used instruments were collected and examined to ascertain
the typical areas of assessment when evaluating children and youth along with
typical items, and

5) consultation with child service providers in three separate agency meetings
involving 3 child program directors, 4 case manager supervisors, 23 case
managers, and 5 parent/parent advocates.
Ohio Scale Normative Samples. Several samples of data were collected in the

evaluation of the psychometric properties of the original Ohio Scales. After these studies
were evaluated, qualitative feedback in relation to the scales led to two changes: making
the problem severity scales shorter and changing the wording of the problem severity and
functioning scales on the parent and worker forms to match the youth form.

The first sample consisted of a total of 301 Junior High and High School students
(118 males, 159 females, 24 missing sex data) with an mean age of 14.36, SD = 1.54.
Youths from all grades were represented and completed the youth version of the

instruments. Two hundred ninety-one of the youth’s parent or primary caregivers, mean

age 39.43, SD = 7.36, completed the parent version of the Ohio Scales. In addition to the

middle and high school data, a second sample of 225 parent ratings of kindergarten
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through sixth grade students were collected. The children were 104 boys and 115 girls

with a mean age of 8.86 years.

The initial clinical sample of children receiving behavioral health services
included 59 youth (40 boys ,17 girls, 2 missing data) with an average age of 12.54 years,
SD = 3.85. The data collected were comprised of 59 case manager ratings. In addition,

28 of the 59 parents rated their youth and 16 adolescents completed the youth self-report

measure.

A second clinical sample was collected from two agencies. The sample

consisted of 66 youth (42 boys and 24 girls) with an average age of 10.75 years, SD =

3.73. Although only 26 were old enough (12 or older) to complete the youth measure, the

parent forms and worker forms were completed for all 66 youth. The next sample
consisted of 40 parents or primary caregivers and 17 adolescents who were receiving
mental health services. This group completed the Ohio Scales twice with one week

intervals to examine the test-retest reliability.
Finally, a sample was collected in which four case managers, four undergraduate
students, and four graduate students completed ratings of 20 cases using the Functioning
Scale of the Ohio Scales, the Child and Adolescent Functional Assessment Scale (Hodges
& Wong, 1996), Children’s Global Assessment Scale (Shaffer et. Al, 1983), and the

Vanderbilt Functioning Index (Bickman, 1997). Ten of the twenty cases were vignettes
created by Kay Hodges for raters to use the Child and Adolescent Functional Assessment
Scales. The other ten cases were actual intake forms collected from a treatment facility
(with no identifying information included). The Ohio Scales are a relatively new

instrument that include many of the characteristics identified for both SED and SM
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groups. The present study will examine the differences of the worker ratings for both

groups.
The Present Study
The prevalence and the variety of adolescent psychological disorders vary across
the United States depending on the criteria used to determine the presence of

psychological disorders. The following predictions for the present study are based on the
target behaviors of the SED and SM students discussed in the review. The SED students

are thought to engage in internalizing behaviors often similar to those assessed by the

suppression scales of the MMPI-A. The SM students are described in the literature
review as the youth that externalize or display delinquent behaviors similar to those
measured by the excitatory scales of the MMPI-A. The precise assessment and
classification of students with a serious emotional disturbance or social maladjustment is
not standardized (McGhee & Short, 1991).

The present study is specifically interested in significant differences on the
clinical scale scores of the MMPI-A between those adolescents labeled SED and those

determined to be SM adolescents. The following scales are of particular interest:

Hypochondriasis, Hysteria, Depression, Psychopathic Deviate, Paranoia, Schizophrenia,
Psychasthenia, Hypomania, and Social Introversion. The scales were selected because
they were either related to the SED criteria or the characteristics identified in the

literature review for the SM youth. Table 6 illustrates the relation of the selected

MMPI-A scales to SED criteria. It is hypothesized that the SED students will score
significantly higher than the SM students on the Depression, Hysteria, Paranoia, Social
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Table 6

MMPI-A Scales and the Relationship to SED Criteria

SED Criteria

MMPI-A Scales

1. an inability to leam which cannot
be explained by intellectual, sensory, or
health factors

2. an inability to build or maintain satisfactory
interpersonal relationships with peers and
teachers

• Psychopathic Deviate,
Social Introversion

3. inappropriate types of behavior or feelings under
normal circumstances

• Schizophrenia, Paranoia,
Hysteria

4. a general pervasive mood of unhappiness or
depression

• Depression

5. a tendency to develop physical symptoms or fears
associated with personal or school problems

• Hypochondriasis

46

Introversion, and Schizophrenia scales. The Depression and Social Introversion scales
are known as suppressor scales based on the analyses of the Minnesota statewide sample

(Archer, 1997). The SED students are hypothesized to score higher on these scales based

on their internalizing tendencies. The SED students are hypothesized to score higher on
the Paranoia scale because of common characteristics such as loneliness, sense of being

misunderstood, and naively trusting. The Schizophrenia scale is an excitatory scale based
on the Minnesota results but the definition of SED includes symptoms common to

schizophrenia and therefore contradicts common suppressor characteristics of SED. This
study predicts that the Schizophrenia and Hysteria scales will be higher in the SED group
based on the previous research of Monachesi and Hathaway. It is hypothesized that the
SM students will score significantly higher on the Psychopathic Deviate, and Hypomania

scales. Monachesi and Hathaway (1969) found that a delinquent population scored
higher on these scales. These scales are also labeled as excitatory scales based on the

MMPI data that showed consistent support for the concept that thoughts, beliefs, and
behaviors assessed by the Psychopathic Deviate and Hypomania scales serve an

excitatory function.
Finally, the worker form of the Ohio Scales will be examined to determine if there

is a significant difference between the scores on the Functioning Scale items and the

Problem Severity Scale items among the SED and SM students. The SED students are

predicted to score higher than the SED students on the Problem Severity Scale items
indicating problems sitting still, hurting self, talking or thinking about death, feeling
worthless or useless, feeling lonely, feeling anxious, worrying, feeling sad or depressed,

having nightmares or eating problems. These hypotheses were made based upon the
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literature available on internalizing tendencies and the criteria of SED identifying
depression as a criteria for SED (Achenbach, 1992; Sanders, Merrell, & Cobb, 1999).

The SM students were predicted to show higher scores than the SED students on the
following Problem Severity items: arguing with others, getting into fights, yelling,

swearing or screaming at others, fits of anger, refusing to do things teachers or parents
ask, causing trouble for no reason, using drugs or alcohol, skipping school or classes,
breaking rules or the law, and lying. These hypotheses were based upon McGhee and

Short’s research (1991) identifying 15 characteristics of SM youth as well as the
characteristics identified by Cullinan, Epstein, and Harris for the Scale for Assessing

Emotional Disturbance (SAED).
The next hypothesis predicted that there will be no difference in the scores
between SED and SM students on the following Functioning Scale items: getting along

with family, getting along with adults, controlling emotions, completing household
chores, attending/passing school, thinking clearly, doing things without supervision,

accepting responsibility for actions, concentrating/paying attention, ability to express

feelings, and earning money. These predictions were made because both groups have
difficulty with these areas but for different reasons. For example, the SED group may

have problems getting along with adults because they are withdrawn, whereas; the SM
group may have trouble getting along with adults because they are antisocial. The SED

students may have difficulty attending/passing school because of anxiety or their poor
reading, math skills. The SM may have difficulty because of noncompliance and

oppositional behaviors. The SM were predicted to score higher than SED students on the
following Functioning Scale items: getting along with friends, dating or developing
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relationships, keeping neat, participating in hobbies, participating in recreational
activities, learning skills for future jobs, and feeling good about self. This hypothesis was
made based upon the characteristics outlined by McGhee and Short. The SM youth often

have friends and dating relationships but often engage in drug use with these peers or as
Cullinan and colleagues report SM exhibit precocious sexual behavior. The SM are
hypothesized to score higher than the SED students on items such as feeling good about

self and participating in hobbies because the SED are characterized as having depressive
traits (Achenbach, 1991).

CHAPTER II
METHOD

Participants

The participants were 39 youth (30 males, 9 females) with a mean age of 16.64
years (SD = 1.29). The participants were students of the Greene County Learning Center

in Yellow Springs, Ohio, The Academy of Greene County in Xenia, Ohio, or Baker
Junior High School in Fairborn, Ohio. Participants represented the major ethnic groups

in the community: 85% Caucasians and 15% African-Americans. Greene County

Learning Center is a program that serves only those children labeled SED. The children

must have been determined to be seriously emotionally disturbed on their Individualized

Education Plan (IEP) based upon a comprehensive assessment. The assessment
techniques that are utilized to make this decision vary from child to child, depending

upon referral information, but often include observations of the student’s behavior in
class and clinical interviews with parents, teachers, and the student, behavioral checklists,
and academic achievement indices. The Greene County Learning Center is a program

with an educational emphasis and a mental health component.
The Academy of Greene County is a relatively new program developed for
students who have difficulty maintaining appropriate behaviors in the classroom. A
majority of the students at the Academy have been determined to be socially maladjusted.
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Many of the students are labeled SM if they are adjudicated or have been diagnosed with
Conduct Disorder. Finally, Baker Junior High School students includes students who
had recently transitioned into a regular classroom from Greene County Learning Center.

These students who enter the mainstream classroom continue to carry the label SED until

a Multi-Factored Evaluation (MFE) is conducted and they no longer exhibit the
characteristics of a serious emotional disturbance.
Instruments
Minnesota Multiphasic Personality Inventory - Adolescent (MMPI-A). The

MMPI-A is one of the most widely used psychological tests in the assessment of
adolescents in clinical settings and in research studies of psychopathology. The final

version of the MMPI-A includes three validity scales, Lie, Infrequency, and
Defensiveness scales, with two supplementary validity indicators, VRIN (Variable
Response Inconsistency) and TRIN (True Response Inconsistency). There are ten

clinical scales included in the MMPI-A, Hypochondriasis, Depression, Hysteria,
Psychopathic Deviate, Masculinity-Femininity, Paranoia, Psychasthenia, Schizophrenia,

Hypomania, and Social Introversion scales.

Even though the MMPI-A was published in 1992, its research and design date
back to the development of the original Minnesota Multiphasic Personality Inventory

(MMPI). Stark Hathaway, a psychologist, and J. C. McKinley, a neuropsychiatrist
developed the Minnesota Multiphasic Personality Inventory (MMPI) beginning their

work in 1937 (Archer, 1997). Butcher estimated that over 10,000 books and articles have
focused on the MMPI, and he estimated that 84% of all research on personality inventory

instruments has been related to the MMPI. A criterion keying method was used for the

5

test construction. This method of test construction selected items for the test based on
responses of the criterion or comparison groups. One subject group had a diagnosis or
trait under study and one or more comparison groups who did not present any of these

symptoms were used to measure significant differences in response frequency.

The application of the MMPI to adolescent populations was first made in 1941 by
Dora Capwell, two years before the publication of the MMPI in 1943. She conducted a

study that demonstrated that the MMPI could accurately discriminate delinquent and
nondelinquent girls. Following this research topic, Hathaway and Monachesi collected
the largest data set of adolescents and studied the relationship between the MMPI results
and delinquent behaviors (Archer, 1997). Hathaway and Monachesi administered the
MMPI to 3,971 ninth graders in the 1947-1948 school year, which precluded the

collection of data on a larger sample. Hathaway and Monachesi tested 11,329 ninth
graders in 86 communities in Minnesota (Archer, 1997). They started this massive data

collection to begin a longitudinal study in an effort to identify personality variables
related to delinquency. The MMPI-A adapted validity scales and clinical scales similar
to the original MMPI. The topical content of some questions was eliminated, required

reading level was lowered, and the number of questions was modified to design a
personality measure better suited for an adolescent population.

Validity Scales. The MMPI-A Lie scale (L) consists of 14 items designed to

identify unsophisticated attempts by adolescents to make themselves look favorable,
especially with respect to personal ethics or social behavior. High L scores may indicate
that the adolescent is denying (perhaps unconsciously) rather minor flaws or weaknesses.

A moderate T-score elevation (i.e. between 60 and 64) prompts a cautionary statement in
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a report suggesting the occurrence of this response type. T scores > 65 indicate greater
certainty of a problematic response style. Elevations on the L scale of the MMPI-A

profile with no standard, Content, or supplementary elevations (T scores > 60) should be

interpreted as defensive and does not rule out the possibility of significant
psychopathology (Butcher et al., 1992).

The Infrequency scale (F) is suggested to be somewhat the opposite of the L scale
(Butcher et al., 1992). Those adolescents with high F scores are thought to be “faking

bad”, again possibly unconsciously, as opposed to the high L scores, thought of as
“faking good.” Several factors may contribute to high F scores, including the presence of
severe maladjustment, carelessness, or a tendency to exaggerate symptoms. The
MMPI-A F scale consists of 66 items, a 33-item FI scale and a 33-item F2 scale. The FI
scale contains 24 items of the traditional MMPI F scale and nine new items. The F2 scale

consists of items that occur in the latter half of the questionnaire with 8 new items.
Comparing T-scores on the FI and F2 scales allows identification of an adolescent who

has changed his/her test-taking approach in the subsequent stages of the test session.
The Defensiveness scale (K) of the MMPI-A was developed for the purpose of
detecting individuals who respond defensively, similar to the L scale. The K scale

consists of 30 items and can be used as a basic validity indicator. Elevated T scores (i.e.
T > 65) should include a cautionary statement in the interpretation suggesting the
possibility of a defensive test-taking attitude. However, an adolescent MMPI-A profile

should not be determined invalid based entirely on the K scale (Archer, 1997).
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The VRIN (Variable Response Inconsistency) and TRIN (True Response
Inconsistency) are scales designed to supplement the original validity indicators. The
VRIN and TRIN are similar to the Carelessness scale on the MMPI and indicate that the
adolescent has responded in a manner that is inconsistent or contradictory (Butcher et al.,
1992). Specific pairs of items were chosen for both VRIN and TRIN scales and each pair

is scored based on the response for the two items. The raw score for the VRIN scale is

determined by the total number of answers that are inconsistent. A high VRIN score is a
sign that an adolescent may have answered items in an indiscriminate manner and may
suggest that the protocol is invalid. The TRIN scale consists of items pairs that are

opposite and a very low VRIN raw score or a very high TRIN raw score may suggest that
the profile is invalid.

Clinical Scales. A clinically significant elevation on any MMPI-A clinical scale
is defined as a T score > 65. Scores in this range suggest with a high probability that the

descriptors or correlates apply to the individual. However, all the scale descriptors do not

necessarily apply to each adolescent. Interpretations can be made for scores in the
moderate range (between 60 and 64) but less confidence should be placed in these
interpretations.

Scale 1 is the Hypochondriasis (Hs) scale and elevations indicate a preoccupation

with health and illness. Scale 1 consists of 32 items and the items present various
physical complaints, both specific and vague. Several personality and behavioral

descriptors are associated with elevations on the Hs scale. Butcher and Williams (1992)

found that it is somewhat uncommon for adolescent boys and girls in clinical settings to
have an elevation on Scale 1.
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Scale 2 is the Depression (D) scale consisting of 57 items. Hathaway and

McKinley describe this scale as an index of general dissatisfaction with one’s life
indicated by feelings of discouragement, hopelessness, and low confidence. Adolescents
with a high score on Scale 2 are generally characterized as guilty, ashamed, self-critical,
and introspective. The girls in a clinical setting with heightened scores are less likely to
engage in acting-out behaviors, such as sexual promiscuity, and are more likely to be

socially withdrawn, and to have few or no friends, eating problems, somatic complaints,
and low self-esteem. The boys in clinical settings have less significant correlates of
depression than the girls, but those with the elevations are described as guilt-prone,

fearful, withdrawn, perfectionistic, clinging, and worrying.
Scale 3 Hysteria scale (Hy) consists of 60 items that were chosen to identify

individuals who have hysterical reactions to stress and may have sensory or motor

disorders without an organic basis. Archer et al. (1988) found with the original MMPI,
that psychiatric staff identified high Scale 3 adolescent inpatients as dependent, non-

assertive, and capable of rapidly modifying their behavior to meet social expectations and

demands. Additionally, these adolescents were often described as likely to express

anxiety or stress through somatization and physical signs.
Scale 4 Psychopathic Deviate scale (Pd) contains 49 items that were developed
based on responses of young men and women with styles of lying, stealing, sexual

promiscuity, and alcohol abuse. High Scale 4 scores are indicative of behavior problems
in both the normative and clinical samples. Archer et al. (1988) found that these high

scores correlate with adolescents using alcohol or drugs. These problems are usually
more severe in clinical settings where school, family, and legal problems prevail.
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Elevations on this scale are related to lying, cheating, stealing, temper tantrums, and
aggression. Adolescents with high scores on Scale 4 sampled from clinical settings

generally are more likely to have run away or have been physically abused; the females
from these environments are more likely to be sexually active and may have been
sexually abused.
Scale 5 is the Masculinity-Femininity scale (Mf), a 44-item measure originally

developed to indicate interests in boys that were more feminine than the average man and

interests in women that were more masculine than the average woman. Hathaway and
Monachesi (1963) found that boys with Scale 5 as their highest scale were more
intelligent, had higher grades, and had better school adjustment than those with this scale

as their lowest scale. They also found that in both genders when scale 5 was the highest

it seemed to have an inhibitory effect on acting out behaviors. The girls with this

elevation were more likely to have lower standardized test scores but were less likely to
have poor school conduct or teacher predictions of delinquency and emotional problems.

However, caution is recommended in the interpretation of girls because of the
inconsistencies due to the differences in the samples and the analyses across studies.
Scale 6 is the Paranoia scale (Pa), consisting of 40 items selected to identify

patients manifesting paranoid symptoms. These symptoms include feelings of

suspiciousness, persecution, rigidity, and moral self-righteousness. Boys who have
dropped out of school and girls who were very intelligent but had poor school adjustment
often have Scale 6 as the highest scale. Elevations on this scale often correlate with
aggressive acting-out behavior. Both boys and girls with school problems such as failing

grades and suspensions often show elevations on Scale 6. Adolescent boys in the clinical
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setting with this elevation are often hostile, dependent, and withdrawn, while the girls

often experience frequent arguments with their parents.
Scale 7 Psychasthenia scale (Pt) contains 48 items originally created to measure

psychasthenia, a neurotic syndrome most nearly related to obsessive-compulsive
disorder. The items used to measure Pt include physical complaints, unhappiness,

problems in concentration, obsessive thoughts, anxiety, and feelings of inferiority.

Elevated scores seem to be related to limited self-confidence in outpatient boys, and to
suicidal threats and stealing in girls (Wrobel & Lachar, 1992). Butcher found that Pt

elevations of 65 or greater were frequent in the clinical sample.
Scale 8, the Schizophrenia scale (Sc), consists of 77 items, including questions
related to bizarre thought processes, peculiar perceptions, social isolation, disturbances in

mood and behavior, and difficulties in concentration and impulse control. Archer et al.
(1988) found that inpatient adolescents scoring high on this scale were characterized as

mistrustful, vulnerable to stress, withdrawn, and interpersonally isolated. These

adolescents had presenting problems that often included impaired reality testing.
Scale 9, Hypomania (Ma), is made up of 46 questions used to identify patients

manifesting hypomanic symptoms. The content for the questions include grandiosity,
irritability, flight of ideas, egocentricity, elevated mood, and cognitive and behavioral

overactivity. There are few significant Scale 9 correlates found in Archer’s (1997)

outpatient sample. School behavior problems and the tendency to avoid social events
were found with some clinical girls and the only correlation for boys was a record of

amphetamine use.
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Scale 0, Social Introversion scale (Si), is made up of 62 items measuring social

relationship problems. There were more correlates found with the clinical girls than the
clinical boys. Clinical girls with high scores were likely to have eating problems with

reported weight gain, depression, suicidal ideation or gestures, and a history of few or no
friends. They are often described as shy, withdrawn, physically weak, uncoordinated,

scared, and depressed. These girls often are disinterested in heterosexual relationships or
act in a sexually provocative manner. The boys in clinical settings with high Si scores
often avoid participation in school activities.

Reliability. A subsample of the original subjects participated in a test-retest study
(45 boys and 109 girls). The students were asked to volunteer after completing the first
test and were given another form of the test (Form TX) one week later. The typical
standard error of measurement of the basic scales is four to six T-score points. Appendix

A lists the reliability data for the validity and clinical scales of the MMPI-A for the 45
male and 109 female adolescents. The range of test-retest correlations for the clinical

scales was .65 to .84. This range of test-retest correlations is comparable to the

correlations for adults reported in the MMPI-2 Manual.

The adolescent norms of the MMPI-A do not always generate the same values or
the same profile configuration as the adolescent norms of the traditional MMPI
(Wodrich, 1997). This may leave diagnosticians in a dilemma because much actuarial

information was derived from the traditional MMPI. Another problem found with using

the original MMPI in research with adolescents is that adolescents may score below the
70 T-score clinical cutoff despite having significant emotional and behavioral difficulties.

Therefore, a less stringent cutoff value may be needed, and the diagnostician may have to

depend on the clinical judgment and other data sources to make accurate conclusions.

Still, the capability to receive a detailed report for the clinician (which can be computer
generated) is a major advantage of the MMPI-A.

The Ohio Mental Health Consumer Outcomes System (Ohio Scales). The Ohio
Scales are used in a statewide approach to measuring outcomes. The Ohio Scales were
developed for quick administration, scoring, and interpretation. The OTF developed the

Ohio Youth Problems, Functioning, and Satisfaction scales (Ohio Scales). Three parallel
forms (P-form, Y-form, and W-form) of the Ohio Scales were created for completion by

the youth’s Parent (or primary caregiver), the Youth (self-report for ages 12 and up), and
the youth’s agency Worker (therapist/case manager) form. The target population in the

development of the scales were children ages 5 to 18 years who have severe emotional
and behavioral problems. The P, Y, and W forms measure four primary areas of

assessment: problem severity, functioning, hopefulness, and satisfaction with behavioral
services. The parent, youth, and worker rate the problem severity and functioning. The

youth and parent also rate the satisfaction scales. Additionally, the Restrictiveness of

Living Environments Scales (ROLES) is included on the worker form with data not used
when scoring the form.

Scale Descriptions. The Problem Severity Scale consists of 20 items focusing on
common problems reported by children who receive behavioral health services. Each

item is rated on a six-point scale based upon severity/ffequency, 0 = Not at all to 5 = All
of the time. A total score is calculated by summing all the ratings for all 20 items with a
possible score ranging from 0 to 100, with higher scores representing greater problem
severity.
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The Functioning Scale consists of 20 items measuring the youth’s level of
functioning in a variety of areas of daily activity (e.g. interpersonal relationships,
recreation, self-direction, and motivation). Each item is rated on a five-point scale, 0 =
Extreme troubles to 4 = Doing very well. A total score is found by adding the ratings for

all 20 items with a possible score ranging from 0 to 80, higher scores indicating better
functioning.

In addition to the problem and functioning scales, two four item scales are
included on the parent and youth forms to assess satisfaction and hopefulness. The

satisfaction score is calculated based upon a six-point scale. The four items vary in

responses depending on the question. For example, the first question asks how satisfied
the youth is with his or her life right now. The question for the parent form asks how
satisfied the parent is with his or her relationship with the child right now. The scale

ranges from 1= Extremely satisfied to 6 = Extremely dissatisfied. The next question
deals with how energetic and healthy the child feels, 1= Extremely healthy to 6 =

Extremely unhealthy (Appendix B). These four items are summed to find a total
satisfaction score ranging from 4 to 24. Four additional items on the parent and youth

forms assess levels of hopefulness and well-being related to parenting or youth self/future
image. Each item is rated on a six-point scale and calculated by summing the 4 items.

Finally, the worker form of the Ohio Scales includes a Restrictiveness of Living
Environments Scale (ROLES). The ROLES indicates the level of restrictiveness for the

youth’s placements during the past 90 days. The worker enters the number of days the

youth was placed in one of the listed settings during the past 90 days. For example, the
list includes detention centers, group homes, with biological parents etc. A higher score
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demonstrates on average the youth is placed in a more restrictive setting (Ogles,
Melendez, Davis, Lunnen, 2000).
Validity. In the clinical samples case managers completed the Ohio Scales,

Functional Assessment Scales (CAFAS) developed by Hodges and Wong in 1996, and
the Children’s Global Assessment Scale (CGAS) published by Shaffer and colleagues in

1983. Correlations among the measures of functioning were calculated among agency

worker ratings on the CGAS, CAFAS, Ohio Scales Functioning, and Ohio Scales
Problem Severity Scales. The agency worker form of the Ohio Scales Functioning and
Problem Severity Scales was moderately correlated with the CGAS and the CAFAS (.59
and -.52 with the CAFAS and .31 and -.32 with the CGAS) (Ogles, Melendez, Davis, &

Lunnen, 2000).
Correlations were also calculated among the measures used in the final sample
across the raters, methods, and cases. The correlations were calculated among four

measures of functioning (CGAS, CAFAS, Vanderbilt, and the Ohio Scales) as rated by
graduates, undergraduates, and case managers. The correlations of the Functioning Scale

for the Ohio Scales and the CGAS, CAFAS, and Vanderbilt range from .54 to .66 and
suggest a moderate degree of overlap (30% to 44% shared variances). Correlations

among the measures may suggest that similar types of functioning are assessed. Further
research is necessary to investigate the similarity of measures.
Additional evidence for validity was obtained through the comparison of the

community and clinical samples. For the final sample, four case managers rated ten

children each using the Ohio Scales Problem Severity and Functioning Scales. These
ratings were obtained to make a first estimate regarding “normal” means and SD on the
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agency worker rated scale. Paired t-tests examining changes from intake to 3 months

were first examined. Means, standard deviations, and significance tests for the measures
are presented in Table 7.

The data demonstrates that the parents, case managers, and youth all reported
significant changes in problem severity. No changes were evident, however, in
functioning, or hopefulness/well-being. Because of the small sample size no additional
analyses were conducted to examine the significance of 6, 9, or 12 month change.

Reliability. The inter-rater reliability was examined for the agency worker form
of the Functioning Scale using two different methods. In the first clinical sample two

case managers (one primary case manager and another case manager who was acquainted
with the youth) rated the same child. The correlation between the ratings of the two
caseworkers was a .44. Because of the modest correlation, a more stringent methodology
was then used to examine the inter-rater reliability of the case manager ratings. In the

new sample, four undergraduate students, four graduate students, and four case managers
rated 20 cases as described on paper (10 sets of clinical intake paperwork and 10

vignettes that were presented in a standard format based on structured telephone
interviews for collecting clinical information developed by Kay Hodges (Hodges &
Wong, 1996). The raters utilized four measures of functioning including the Ohio Scales
Functioning Scale, The Child and Adolescent Functional Assessment Scale, the
Vanderbilt Functioning Index, and the Children’s Global Assessment Scale). Inter-rater

correlations were assessed for each of the three pairs of undergraduates, graduates, and

case managers, respectively. Undergraduates were able to make equally reliable ratings
as the graduate students (significance tests were not performed). Case managers were
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Table 7

Means, Standard Deviations, and Significance in Three Content Areas of the Ohio Scales

Rater
Scale

Intake
M(SD)

3 months

M (SD)

t

E

Parent (N = 25)

Problem Severity

69.4 (32.8)

50.0 (32.0)

3.64

.001

Functioning

41.6(15.8)

45.0(14.2)

-1.24

.225

Hopefulness

12.8 (4.84)

11.9(4.17)

.854

.401

Problem Severity

57.5 (24.1)

41.6(18.0)

3.06

.005

Functioning

39.3 (12.8)

40.3 (11.9)

-.634

.532

Problem Severity

60.3 (30.8)

36.7 (23.2)

2.35

.057

Functioning

50.6 (14.7)

47.0(13.7)

.624

.556

Well Being

11.4 (3.30)

10.0 (2.58)

1.59

.162

Agency Worker (N = 26)

Youth (N = 7)
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slightly lower but no significance tests were performed. Overall, the level of training did
not seem to influence inter-rater reliability. This suggests that a level of clinical training
is not required when raters have sufficient training on the instruments.
Procedure

Permission was obtained from the principal of the Green County Learning Center

to conduct this project. The project was developed in conjunction with a psychologist of
the Green County Learning Center. A standard form letter was sent to the parents of the

students of Green County Learning Center, The Academy, and Baker Junior High School

(Appendix C). This letter was distributed to the students requesting the parents’ informed
consent for the child’s participation in this project. Next, teachers were contacted in
order to establish a schedule to administer the MMPI-A to the students in their
classrooms. The administration of the MMPI-A took place in a conference room at

Green County, and in the library at Baker Junior High School, and at The Academy. The
MMPI-A’s were administered to students in groups of no more than four students. The

following instructions found in the MMPI-A administration manual were read to the

students:

This booklet has numbered statements about what people are like
and what they think. Listen to each statement and decide whether it is true
as applied to you or false as applied to you.

Mark your answers on your answer sheet. Look at the example of
the answer sheet shown at the right. If a statement is true or mostly true,
as applied to you, blacken the circle marked T. (See A at the right). If a
statement is false or not usually true, as applied to you, blacken the circle
marked F. (See B at the right). Please do not mark both true and false for
any one question. If a statement does not apply to you or if it is something
that you don’t know about, do not make a mark on the answer sheet. But
try to respond to every statement.
Remember to give your own opinion of yourself.
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In marking your answers on the answer sheet, be sure that the
number of the statement matches the number on the answer sheet. Use a
soft black lead pencil and make your marks heavy. Completely erase any
answer you want to change. Do not make any marks in this booklet.

Remember, try to respond to every statement.
A therapist from the Greene County Learning Center was present during the

administration process. She instructed the students to follow the MMPI-A directions and
outlined some rules for the testing process. She directed the students to raise their hands

for questions or for a bathroom or drink break. She also told them that some of the
questions may sound funny or awkward but they were not to comment or discuss the test

items.

The students were reminded throughout the exam to give their own opinion of
themselves. Each group was allowed periodic breaks to get water and use the restroom
throughout the exam. Questions were answered to clarify what words meant or to
rephrase colloquialisms or idioms. This test administrator often responded “just answer

as you think best.” The content of many items often provoked a series of comments from
the students, which required verbal redirections and reminders of the limits set earlier in

the exam.

This writer checked each test booklet for stray marks and darkened circles or

filled in in-complete circles. Items that were skipped were left blank. Participants
received a debriefing letter (Appendix D) when the administration of the test was
complete. Scoring sheets were mailed to the National Computer Systems, Inc. (NCS) to
be computer scored and interpreted.
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The Ohio Scales worker forms, previously completed by school staff and located
in the students’ files, were obtained for each student who was participating in this study

and who had completed the MMPI-A. The identification number assigned when the

student was given the MMPI-A was placed over the name line.

CHAPTER III

RESULTS

The purpose of this study was to determine whether the scales of the MMPI-A
and items on the Agency Worker Rating form of the Ohio Scales could be used to

differentiate between Seriously Emotionally Disturbed (SED) and Socially Maladjusted
(SM) children. Multiple t-tests were employed to analyze the results of this two-group

study. First, the mean scores and standard deviations obtained by SED and SM children
on each scale of the MMPI-A were calculated (see Table 8). Then, differences between

these means were analyzed using t tests (with an alpha level of .05). The Bonferonni

Method was used to lower the error rate per comparison. Thus, for this study nine

comparisons were made, one for each of the Clinical Scales of the MMPI-A. Therefore,
the significance level for each comparison was .006. The probability that any one of the

comparisons would have led to a Type I error is no more than .05. The Levene test for
homogeneity of variance also was calculated. If the F value was not significant ( p >

0.05), the variances were assumed to be homogenous and the “equal variances” line of
values for the t-test was used. If p < 0.05, then the homogeneity of variance assumption

was violated the t-test based on separate variance estimates, “unequal variances” was
used.
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Table 8

Means and Standard Deviations for SED and SM children on the MMPI-A Subscales

SED

MMPI-A
Subscales

SM
T

M

S.D.

M

S.D.

£

F
L
K

60.71
53.86
46.00

10.19
8.63
9.27

57.72
54.39
51.94

13.42
9.81
8.77

.790
.180
2.05

.217
.429
.024

Hs

56.95

10.02

54.18

8.72

.890

.190

D

52.50

11.59

53.24

11.87

-.190

.425

Hy

55.80

6.96

54.76

12.53

.303

.377

Pd

60.35

9.46

59.76

12.21

.164

.436

Pa

59.20

8.73

58.65

12.42

.158

.438

Pt

54.10

11.77

49.59

8.92

1.295

.102

Sc

60.00

13.52

54.71

12.13

1.244

.111

Ma

61.20

15.07

55.53

13.13

1.209

.118

Si

49.00

12.17

48.12

7.09

.263

.397
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SED students were hypothesized to score higher on the Depression, Paranoia,
Psychasthenia, Schizophrenia, Hypochondriasis, Hysteria, and Social Introversion Scales.
Whereas, the SM students were hypothesized to score higher on the Psychopathic

Deviate and the Hypomania Scales. The results of the one-tailed analyses of the
differences between SED and SM children on the MMPI-A subscales were all non
significant. The Psychasthenia, t (37) = 1.295, p = .102, and Schizophrenia, t (37) =

1.244, p = .111, subscales were the closest to approaching significance.
The mean scores and standard deviations obtained by SED and SM children on
the validity scales of the MMPI-A were also calculated (see Table 8). The differences

between the means were analyzed using a one-tailed t-test. The results of the two-tailed
analyses of the differences between the SED and SM children on the validity scales were
non-significant for the F and L scales, but significant for the K scale, t = 2.05, p = .048,

indicating that SM children were more defensive (scored higher on the K scale) than SED
children when completing the MMPI-A. Additionally, the mean F scale T-score for the

SED adolescents (60.71), although not significantly different from the mean F scale Tscore for the SM adolescents, was in the moderate range (i.e., a T-score of between 56
and 65).

A nonparametric test, the Mann Whitney U, was used to analyze differences
between single item mean rank scores for SED and SM children on the Problem Severity

Scale and the Functioning Scale of the Agency Worker Rating Form of the Ohio Scales.
Mean ranks and the U (U = number of times a score from the SED group precedes a score
from the SM group) for each of the 20 Problem Severity items are included in Table 9.

The tests were hypothesized to show that the SM students have higher scores than SED
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Table 9

Mean Rank and Mann Whitney U for SED and SM children on Ohio Scales’ Problem
Severity Subscale Items

Mean
Rank

Mean
Rank

1

Ohio Scales
Problem
Severity
Scales
arguing

SED
18.65

SM
16.35

125

-.698

.485

2

fights

15.53

19.47

111

-1.212

.225

3

yelling

16.35

17.69

125

-.414

.679

4
5

fits of anger
refusal do
things
cause
trouble
using drugs
or alcohol
breaking
rules
skipping

18.50
18.88

20.61
16.12

160
121

-.614
-.835

.539
.404

17.85

17.15

138.5

-.218

.828

18.23

19.91

154.5

-.508

.611

19.02

18.97

169.5

-.016

.987

17.15

17.85

138.5

-.238

.812

20.30
21.73
18.50
21.30

18.61
17.03
16.50
17.50

164
135.5
127.5
144

-.490
-1.358
-1.435
-1.482

.624
.175
.151
.138

19.68

15.32

107.5

-1.355

.176

22.65

16.00

117

-1.953

.051

16

lying
can’t sit still
hurting self
talking
about death
feeling
worthless
feeling
lonely
feel anxious

22.45

16.22

121

-1.833

.067

17

worry

19.56

15.44

109.5

-1.281

.200

18

feeling sad

24.65

13.78

77

-3.100

.002

19

nightmares

16.59

18.41

129

-.955

.340

18.00

17.00

136

-.596

.551

Item #

6
7
8

9

10
11
12
13
14

15

20

eating
_problems
*_____

MannWhitney U

z
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students on the items evaluating arguing with others, getting into fights, yelling, swearing
or screaming at others, fits of anger, refusing to do things teachers or parents ask, causing

trouble for no reason, using drugs or alcohol, skipping school or classes, breaking rules or
the law, and lying on the Problem Severity Scale. The SED students were hypothesized
to score higher than the SM students on the Problem Severity Scale items indicating

problems sitting still, hurting self, talking or thinking about death, feeling worthless or
useless, feeling lonely, feeling anxious, worrying, feeling sad or depressed, having

nightmares, and eating problems.
The results of the Mann Whitney tests (included in Table 9) supported the

hypotheses that the SED students mean rank would be significantly higher than the SM

students on the items “feeling sad or depressed,” z (20) = -3.100, p = .002, and “feeling
lonely,” z (20) = -.698, p = .051. The differences between SED and SM children on the

item measuring “feeling anxious or fearful” approached significance,
z (20) = -1.833, p = .067. The differences on the remainder of the Problem Severity

subscale items were all non-significant.
The Mann Whitney U also was used to analyze differences between SED and SM
children on the items of the Functioning Scale of the Ohio Scales. The higher the score

on the Functioning Scale the higher the functioning. The hypothesis stated that there
would be no difference in the scores between SED and SM students on the following

Functioning Scale items: getting along with family, getting along with adults, controlling
emotions, completing household chores, attending/passing school, thinking clearly, doing
things without supervision, accepting responsibility for actions, concentrating/paying

attention, ability to express feelings, and earning money. The SM were predicted to score
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higher than SED students on the Functioning Scale items: getting along with friends,
dating or developing relationships, keeping neat, participating in hobbies, participating in

recreational activities, learning skills for future jobs, and feeling good about self. Mean
ranks and the Mann U for each of the 20 Functioning Scale items are summarized in
Table 10.

The results for the Mann Whitney U analyses (included in Table 10) showed

significance for the Functioning Scale items “attending/passing school” and “learning job
skills”. The differences between SED and SM children on the item measuring attending

school was significantly higher with the SED students, mean rank, z (20) = -2.291,
P = .022. This did not support the hypothesis that stated there would be no difference

between the two groups. The difference between SED and SM children on the item
measuring learning job skills was not in the direction predicted, i.e. the SED children

actually exhibited a higher mean rank, z (20) = -2.086, g = .037, indicating a greater

perceived ability to learn job skills. The Mann Whitney U results for all other differences

were not significant, supporting the hypothesis that there would be no difference on the
items getting along with family, getting along with adults, controlling emotions,
completing household chores, thinking clearly, doing things without supervision,

accepting responsibility for actions, concentrating/paying attention, ability to express
feelings, and earning money.
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Table 10

Mean Rank and Mann Whitney LJ for SF.D and SM children on Ohio Scales7 Functioning
Subscale Items

Item #

1

2
3
4
5

6
7
8
9
10

11
12

13
14
15

16
17

18
19

20

Ohio Scales
Functioning
Scales

get along w/
friends
get along w/
family
dating
get along w/
adults
keep
neat/clean
care for
health needs
control
emotions
motivated
hobbies
recreational
activities
finish chores
attend/pass
school
learn job
skills
feel good
about self
think clearly

concentrate/
finish tasks
earn money
/use wisely
do w/out
supervision
responsibility
express
feelings

Mean
Rank

Mean
Rank

MannWhitney U

z

£

SED

SM

18.83

18.17

156

-.200

.842

18.50
19.13

18.50
15.00

162
102

.000
-1.328

1.000
.184

19.65

15.35

108

-1.328

.184

16.17

20.83

120

-1.470

.141

16.26

18.74

123.5

-.872

.383

18.82
17.21
17.70

16.18
17.79
15.44

122
139.5
109.5

-.809
-.181
-.745

.418
.856
.456

18.91
20.56

15.21
15.58

105.5
109.5

-1.230
-1.590

.219
.112

21.18

13.82
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-2.291

.022

20.79

14.21

88.5

-2.086

.037

17.83

19.17

150

-.407

.684

16.91

18.09

134.5

-.381

.703

17.86

19.14

150.5

-.394

.693

17.07

16.00

119

-.343

.731

17.22

19.78

139

-.794

.427

18.31

18.69

158.5

-.126

.899

18.33

18.67

159

-.104

.917

CHAPTER IV

DISCUSSION

Summary of Research

The purpose of this study was to determine if the MMPI-A and the agency worker
form of the Ohio Scales Problem Severity and Functioning Subscales could be used to

differentiate between SED and SM adolescents. The first hypothesis of this study stated
that the SED students would score significantly higher than the SM students on the

Hypochondriasis, Depression, Hysteria, Paranoia, Psychasthenia, Schizophrenia and
Social Introversion subscales of the MMPI-A.

Whereas, the SM students were

hypothesized to score higher on the Psychopathic Deviate and Hypomania subscales of
the MMPI-A. Data did not support this hypothesis. No significant difference was found

between the two groups on the clinical scales of the MMPI-A.

The above finding is inconsistent with the results found in an article by Sanders,

Merrell, and Cobb (1999) which identified the two basic emotional domains of emotional
and behavioral disorders. The results of the present study did not replicate their finding

indicating SED students scored higher than SM students on the scales that measure
internalizing tendencies and the SM youth scored higher than the SED youth on the

scales measuring the under-controlled behaviors. The result is surprising in that one
would expect that, at a minimum, the Depression subscale score to be significantly higher
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for SED students than SM students based on the definition for serious emotional
disturbance, which includes “a general pervasive mood of unhappiness or depression

(IDEA, 1997).”
One possible explanation for the difference between the results of the present

study and the results of the past research discussed by Sanders et al. involves the

possibility that the MMPI-A simply is not able to differentiate between behaviors
displayed by the SED and SM students in the present study. Thus, both SED and SM

children obtained T-values of 60 or approaching 60 on the Psychopathic Deviate and

Paranoia MMPI-A subscales. The SED students also obtained T-values of 60 or greater

on the Schizophrenia and Hypomania subscales. Furthermore, the possibility remains
that these groups may have too many comorbid diagnoses and similar characteristics that

they can not be differentiated.
The results indicated that SM students obtained a K scale score significantly

higher than the SED students. Archer concluded that elevations on the K scale are often
produced by adolescents who are defensive and who underreport psychological problems

and symptoms. Furthermore, he stated that in both adolescent and adult MMPI studies,

high K scale profiles have been associated with a poor prognosis for positive response to

psychological intervention because of the respondent’s inability or refusal to cooperate
with treatment efforts (Archer, 1997). Although the K scale scores in the present study
are in the normal range, the increased defensiveness of SM compared to SED children
should be taken into consideration in the clinical interpretation of the MMPI-A for the

present study.

IS

The second hypothesis stated that SM students were predicted to show higher
scores than SED students on the following Problem Severity items, as judged by agency
workers familiar with the children: arguing with others, getting into fights, yelling,
swearing or screaming at others, fits of anger, refusing to do things teachers or parents

ask, causing trouble for no reason, using drugs or alcohol, skipping school or classes,
breaking rules or the law, and lying. The SED students were hypothesized to score

higher than the SM students on the Problem Severity Scale items indicating problems
sitting still, hurting self, talking or thinking about death, feeling worthless or useless,

feeling lonely, feeling anxious, worrying, feeling sad or depressed, having nightmares,
and eating problems. The results showed significant differences on the items feeling sad

and feeling lonely, supporting the hypotheses that the SED students would score higher
on these items. However, results indicate that all other differences were not significant.

The significant results obtained from the Problem Severity Scale of the Ohio

Scales are consistent not only with the proposed hypotheses, but also with the 1999 study
by Sanders, Merrell, and Cobb. The SED students were ranked higher than the SM

students on most of the internalizing items on the Problem Severity Scale, although most
of these differences were not significant. These worker evaluations of depression in SED
and SM youth are different than the MMPI-A differences between SED and SM youth on
the depression subscale as completed by the adolescents themselves. The only

internalizing item on which the differences were not in the proposed direction was the
item measuring nightmares. A possible explanation for the SM adolescents indicating
greater difficulty with nightmares could be related to the adult-youth alienation that was

discussed earlier with the Home and Glaser article. This article reviewed characteristics
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of the most commonly studied subgroup of the socially maladjusted, delinquents.

Ausubel stated that adolescents compensate for feelings of alienation from adult society
through antisocial behavior (Home & Glaser, 1999). The nightmares could be related to
the risk factors often experienced, which in turn lead to their delinquent behaviors.
Additionally, a possible overlap of characteristics of SED and SM youth is indicated

again in that SM adolescents may in fact experience anxiety, as evidenced by the

nightmares.
The third hypothesis stated that SED students would score higher on the following
Functioning Scale items: getting along with family, getting along with adults, controlling
emotions, completing household chores, attending/passing school, thinking clearly, doing
things without supervision, and accepting responsibility for actions. The SM students

were hypothesized to score higher on the items: getting along with friends, dating or
developing relationships, keeping neat, participating in hobbies, participating in
recreational activities, learning skills for future jobs, feeling good about self,

concentrating/paying attention, ability to express feelings, and earning money. The

analyses revealed significant results only for the items attending/passing school and
learning skills for future jobs. The results supported the hypotheses in that the SED

students scored higher on the item measuring attending/passing school. The SED
students are generally viewed by staff as having problems that are less likely than SM

youth to affect their willingness to attend and attempt to do schoolwork. However; the
data contradicted the hypothesis that the SM students would score higher than the SED

students on the item learning skills for future jobs. Contrary to prediction, other

differences between the SED and SM workers ratings on the Functioning Scale items
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were not significant.
A potential explanation for the SED students being evaluated significantly higher

than the SM students in this study on the item “learning skills for future jobs” is a
possible bias that may exist with the staff working with the SM youth. The SM

participants of this study attend a program with the primary goal of preparing the students

for future jobs. The staff that completed the worker forms may be particularly sensitive

to the progress, or lack of progress, of these students, and feel the SM youth are not

learning these job skills satisfactorily. However, when comparing staff evaluations of
SM youth to the SED youth whose primary school focus is not job skills (with limited job

related behaviors available for observation), the workers dealing with the SED children

may be relatively more positive in the evaluations.

Finally, several of the Functioning Scale items focus on interpersonal
relationships but are not specific to the reason for impairment and thus may not allow
clear differentiation between SM and SED youth symptoms and behavioral problems. A

recent article by Cullinan, Hamiss, Epstein, and Ryser addresses many of the concerns
discussed in the present study. The Scale for Assessing Emotional Disturbance (SAED)

examines specific causes for relationship impairments. For example, relations with

family, peers, and teachers could be impaired by aggressive and disruptive conduct (more
related to the SM label) or impaired by nervousness and social avoidance (more related to

the SED label) (Cullinan, Hamiss, Epstein, & Reyser, 2002). This lack of item
specificity could explain the inability of some Functioning Scale items to differentiate

between SED and SM youth.
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Conclusion and Recommendations

The hypotheses were only partially supported by the findings. The results
indicated that the MMPI-A was unable to differentiate between the seriously emotionally

disturbed students and the socially maladjusted students. It is possible that the MMPI-A

gives good assessment of the emotional and behavioral problems of adolescents, but is
either too ambiguous to differentiate between SED and SM adolescents or the two groups

of adolescents actually overlap considerably in their symptomology. The data obtained
from the MMPI-A may be useful for treatment planning, i.e., identifying general problem

areas and creating goals and objectives for an Individualized Education Program.
However; because the MMPI-A is expensive, requires a rather lengthy time period to be

completed, and can only be used with adolescents, it may not be the ideal instrument for
routine screening for admission into special programs within the school systems.

This study was designed with the goal of gaining further knowledge in a
controversial area. This goal has been partially achieved. However; more research needs
to be done in this area. Several limitations of the study need to be mentioned. One

limitation of the study is the relatively small sample size and the use of children in only

three classrooms. The sample of participants was restricted, specific, and did not have
enough variability. Therefore, it is hard to generalize these results across populations.

The study should be replicated with a larger pool of students from a wider setting of
classrooms. For example, future samples should include students in residential treatment

facilities, as well as public schools, both children with and without SED or SM labels.
The sample needs to include students in a “normal” classroom setting to determine if the
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MMPI-A and Ohio Scales can identify SED and SM students from a regular school
setting.

The next limitation involves the use of the Ohio Scales. The Ohio Mental Health
Consumer Outcomes System is a new program that has resulted in a few problems that
the Outcomes Initiative is working to solve, including providing sufficient information

and training for consumers and direct care staff. Additionally, some difficulty remains

reaching a consensus on understanding and using data appropriately. If, in fact, staff are
not completing and utilizing the Ohio Scales in a reliable and consistent manner, the

results obtained from the Problem Severity and Functioning Subscales in the present and
future studies will be suspect. Research is currently being conducted to examine this
limitation and investigate the content validity and reliability of the Ohio Scales.

Clearly, to the extent that these youth can be differentiated, there is a need for an
instrument to differentiate between Seriously Emotionally Disturbed and Socially

Maladjusted adolescents. The two measures utilized in the study were not particularly

successful in separating the two groups. However, only with a valid assessment of
youth’s symptoms and behavioral problems will intervention and therapeutic programs

effectively meet the needs of the seriously emotionally disturbed and socially

maladjusted adolescents.
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APPENDIX A

Test-Retest Data for Basic Validity and Clinical Scales: Means and Standard Deviations
Second Test

First Test

Mean

SD

Mean

S.D

L

2 16

1.78

2 56

231

FI

2 84

2 90

3.52

3 58

F2

3.79

4 02

5.14

5 04

F

6 64

6 53

8 66

8 10

K

11 85

4.37

12.88

4.98

Hs

8.91

4.75

8 27

5.25

D

20 89

5.98

20.56

6.13

SCALE
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APPENDIX A (continued)
Test-Retest Data for Basic Validity and Clinical Scales: Means and Standard Deviations
Hy

22.67

5.43

22.32

5 58

Mf

26 56

5 00

25.63

5 05

Pa

12 60

4.34

12.90

4.45

Pt

20.84

8 99

19.28

8.92

Sc

22 85

10.92

22 10

11 40

Ma

21.32

5.02

21 09

5.26

Si

27 41

8.52

27.28

8.10
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APPENDIX A

Coefficient Alpha Internal Consistency For Norm Sample
Clinical Sample

Normative Sample

Girls (N=420)

Boys (N=815)

Girls (N=805)

Boys (N= 293)

L

064

0 58

0.54

0.53

FI

0.80

0 73

0.67

0 64

F2

085

0 84

0 76

0 73

F

0.90

0 82

0 83

081

K

072

0 70

0.73

0.72

Hs

0.78

0 79

076

0 84

D

0 65

0.66

0 57

0.75

Hy

0 63

0.55

0.55

0.60

Pd

0.63

0 68

0.53

0 64

Mf

0.43

0 40

0.44

0.35

Pa

0.57

0 59

0.55

0.61

Pt

0.84

0.86

0 88

0.91

Sc

088

089

0.88

0.91

Ma

061

0.61

059

0.67

Si

079

0.80

0.79

0 84

SCALE
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APPENDIX B

OhioYouth Problem Severity Scales
Agency Worker Rating-Short Form

All
of
the
time

Instructions: Please rate the degree to
which the designated child has experienced
the following problems in the past 30 days.

Not Once Several Often Most
at
times
of
or
the
Twice
all
time

1. Arguing with others

0

1

2

3

4

5

2. Getting into fights

0

1

2

3

4

5

3. Yelling, swearing, or screaming at others 0

1

2

3

4

5

4. Fits of anger

0

1

2

3

4

5

5. Refusing to do things teachers or
parents ask

0

1

2

3

4

5

6. Causing trouble for no reason

0

1

2

3

4

5

7. Using drugs or alcohol

0

1

2

3

4

5

8. Breaking rules or breaking the law (out
past curfew, stealing)

0

1

2

3

4

5

9. Skipping school or classes

0

1

2

3

4

5

10. Lying

0

1

2

3

4

5

11. Can’t seem to sit still, having too much 0
energy

1

2

3

4

5

0

1

2

3

4

5

12. Hurting self (cutting or scratching self,
taking pills)
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APPENDIX B (continued)

OhioYouth Problem Severity Scales
Agency Worker Rating-Short Form

Instructions: Please rate the degree to
which the designated child has experienced
the following problems in the past 30 days.

Not Once Several Often Most
of
at
times
or
the
all Twice
time

13. Talking or thinking about death

0

1

2

3

4

5

14. Feeling worthless or useless

0

1

2

3

4

5

15. Feeling lonely and having no friends

0

1

2

3

4

5

16. Feeling anxious or fearful

0

1

2

3

4

5

17. Worrying that something bad is going
to happen

0

1

2

3

4

5

18. Feeling sad or depressed

0

1

2

3

4

5

19. Nightmares

0

1

2

3

4

5

20. Eating problems

0

1

2

3

4

5

All
of
the
time

(Add ratings together) Total______
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OhioYouth Functioning Scales
Agency Worker Rating-Short Form

Once or
Twice

Several
times

Often Most of
the
time

Instructions: Please circle the
number corresponding to the designated
youth’s current level of functioning in
each area.

Not
at all

1. Getting along with friends

0

1

2

3

4

2. Getting along with family

0

1

2

3

4

3. Dating or developing relationships
with boyfriends or girlfriends

0

1

2

3

4

4. Getting along with adults outside the
family (teachers, principal)

0

1

2

3

4

5. Keeping neat and clean, looking good

0

1

2

3

4

6. Caring for health needs and keeping
good health habits (taking medicines)

0

1

2

3

4

7. Controlling emotions and staying out
of trouble

0

1

2

3

4

8. Being motivated and finishing
projects

0

1

2

3

4

9. Participating in hobbies (baseball
cards, coins, stamps, art)

0

1

2

3

4

10. Participating in recreational activities
(sports, swimming, bike riding)

0

1

2

3

4

11. Completing household chores
(cleaning room, other chores)

0

1

2

3

4
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APPENDIX B (continued)

OhioYouth Functioning Scales
Agency Worker Rating-Short Form

Once or
Twice

Several
times

Often Most of
the
time

Instructions: Please circle the
number corresponding to the designated
youth’s current level of functioning in
each area.

Not
at all

12. Attending school and getting passing
grades in school

0

1

2

3

4

13. Learning skills that will be useful for
future jobs

0

1

2

3

4

14. Feeling good about self

0

1

2

3

4

15. Thinking clearly and making good
decisions

0

1

2

3

4

16. Concentrating, paying attention, and
completing tasks

0

1

2

3

4

17. Earning money and learning how to
use money wisely

0

1

2

3

4

18. Doing things without supervision or
restrictions

0

1

2

3

4

19. Accepting responsibility for actions

0

1

2

3

4

20. Ability to express feelings

0

1

2

3

4

(Add ratings together) Total_______
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APPENDIX C

Consent Form
April 26, 2001

Dear Parent,

It is hard to believe that the end of the school year is so close at hand! My staff is
already thinking about ways to improve our program for the next school year. One way
that we can better meet the needs of the students in our program is through the collection
of information. In the next few weeks your child will have the opportunity to complete
an inventory that measures what adolescents like and what they think about themselves.
This information will be used to help us design more effective programming. Be assured
that the information that is collected is kept confidential and will in no way single out
your child. You will be able to review your child’s responses with their therapist once
the data is collected.

If you have any questions please contact Dr. Pamela Gulley at 767-1303 ext. 4324
or your child’s therapist.

Please indicate that you have read this letter and have no problem with your
child’s participation in this project.
Ej

Yes, I have read this letter and consent to my child’s participation in this project

0

No, I do not want my child to participate in this project

signature

date

Please return the signed copy with your child’s contract and keep the parent copy
for your records.
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APPENDIX C
Parent Form

April 26, 2001

Dear Parent,
It is hard to believe that the end of the school year is so close at hand! My staff is
already thinking about ways to improve our program for the next school year. One way
that we can better meet the needs of the students in our program is through the collection
of information. In the next few weeks your child will have the opportunity to complete
an inventory that measures what adolescents like and what they think about themselves.
This information will be used to help us design more effective programming. Be assured
that the information that is collected is kept confidential and will in no way single out
your child. You will be able to review your child’s responses with their therapist once
the data is collected.

If you have any questions please contact Dr. Pamela Gulley at 767-1303 ext. 4324
or your child’s therapist.

PARENT COPY: Please keep for your records.
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APPENDIX D

Debriefing Form

Dear Participant:
The test that you just participated in was designed to look at personality
characteristics and how they will effect treatment planning. You were asked to answer a
variety of questions that dealt with your own opinion of yourself, what you like and what

you think about various topics. These questions will be examined to determine how your

personality characteristics will affect your treatment.

As a reminder, your responses are strictly confidential. Your name was replaced
by a research code at the top of the exam. We are interested in your responses as a group.

If you are experiencing any emotional problems or need to discuss the inventory with
anyone talk to your therapist or Dr. Pam.

Thank you for your participation in the project. If you are interested in your
summary results they may be discussed with your therapist.

Thank you,

Angela Ecabert
Master’s Student

Dr. Pamela Gulley, Ph. D
Green County Learning Center
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